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In a previous communication (Roy and Mukher- 
jee, 1935) it was suggested that the primary factor 
in the pathogenesis of diabetes is a condition of acido- 
sis and the hyperglycemia is an active body mecha- 
nism to combat acidosis. In the present paper this 
aspect of the case in its physiological and clinical 
bearings will be considered in detail. 


Aciposis AND 

Experimental work in animals have demonstrated 
that hyperglycemia is produced by acid intoxication. 
Cammidge and Howard (1923) have reviewed the 
earlier literature on the subject. Thus Naunyn as 
far back as 1868 observed glycosuria in a dog poisoned 
with hydrochloric acid. Elias (1912) produced hyper- 
clycemia in rabbits and dogs with hydrochloric acid. 
Underhill (1916), on the other hand, showed that 
intravenous injection of sodium carbonate into normal 
animals may induce a fall in the blood sugar level. 
From these and other experiments it can be concluded 
that hyperglycemia may be expected to arise in 
acidosis and the opposite condition of hypoglycwmia 
will occur in alkalosis. 

If we again consider the condition of hyperglyce- 
mia after ether or chloroform anesthesia, the same 
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factor of acidosis becomes apparent as in these condi- 
tions the hyperglycemia is associated with a lowered 
alkali reserve and can be controlled by administration 
of alkali and glucose. Moreover it has been observed 
that prolonged fasting can lower the sugar tolerance 
in experimental animals. This condition was origi- 
nally described by Claude Bernard who noticed that 
dogs after a long fast passed sugar in their urine when 
they were given a large carbohydrate meal (hunger 
diabetes). 


Elias and Kolb (1913) have shown that the gly- 
cosuria of ‘hunger diabetes’ in dogs is associated with 
hyperglycemia and that the excess of sugar in the 
blood and urine can be reduced by administration of 
alkali which brings about an increase in sugar toler- 
ance. So in this condition also the hyperglycemia is 
the result of acidosis developed during break down of 
proteins and fats in the liver during starvation (star- 
vation acidosis). A similar condition is found in man 
also, in tramps and poorly nourished fasting indivi- 
duals, and known as ‘vagabond glycosuria,’ the condi- 
tion reacting quickly to alkali and glucose. The pro- 
per understanding of the condition of ‘hunger dia- 
betes’ or ‘vagabond glycosuria’ is of great import- 
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ance in forming a correct idea about the pathogenesis 
of clinical diabetes in man. There is no doubt that 
in diabetes insulin is deficient. Apparently acidosis 
affects insulin production and prolonged acidosis 
damages the insulin secreting mechanism. 


From available experimental evidence (Donnelly, 
1938) it may be safely concluded that glycogenolysis 
varies directly and glycolysis varies inversely with the 
total acidity of the system. The breakdown of gly- 
cogen with resulting hyperglycemia which follows 
acidosis demonstrates the necessity of treating the 
acid intoxication in hyperglycemic conditions or in 
other words the primary acidosis factor in diabetes 
is here again emphasised. 

From these findings it is evident that hyperglyce- 
mia is a natural physiological corollary of acidosis. 
But is it only a passive phenomenon? If, however, 
it is considered, as suggested in our previous paper 
(Roy and Mukherjee, 1935), that the hyperglycemia 
is an active body mechanism to combat acidosis the 
significance of the hyperglycemia becomes more 
important. 

Roy and Mukherjee (1923) found that in most 
cases of diabetes the alkali reserve is low even in mild 
types of the disease. Again the administration of 
glucose has long been known to be effective in com- 
bating acidosis. So it is natural to conclude that the 
same phenomenon may occur in the body i.e., hyper- 
glycemia is produced to combat acidosis. In other 
words the hyperglycemia in diabetes is a natural pro- 
tective reaction of the system against acidosis. We 
shall now try to interpret this view from recent physio- 
logical work. 


PuysioLoGicAL CONSIDERATIONS 


Normally at any time the level of sugar in the 
blood depended on the action of two opposing forees— 
the production of sugar in the liver and the absorption 
or utilisation of sugar in the tissues. The blood sugar 
level is maintained remarkably constant and normally 
tends to re-establish itself again at the original level 
after a disturbance in one direction or the other. 
This means that a sensitive manchanism for mutual 
adjustment must exist between the processes in the 
liver (sugar production) and in the tissues (absorption 
and utilisation of sugar). As originally conceived by 
Claude Bernard the blood sugar level corresponds to 
a perfect equilibrium between the phenomena of pro- 
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duction and loss. This equilibrium is a dynamic and 
not a static equilibrium. When it is disturbed it 
tends to re-establish itself. If the blood sugar level 
is depressed the liver functions more actively pro- 
ducing more sugar till the original blood sugar level 
is reached. If on the other hand the blood sugar 
level is raised the liver acts less and so produces less 
sugar and this condition persists till the normal blcol 
sugar level is restored. 

The experimental work of Mann (1927) and |:is 
co-workers have demonstrated that the liver of « 
fasting 10 Kg. dog is secreting about 60 g. of sugar 
daily. Calculated at this rate the liver of a fastinz 
man is producing about 800 to 400 g. of sugar in 1 
day. 

Recent research has also shown that normally the 
sugar content of the arterial blood in the fasting doz 
is 4 mg. per 100 c.c. higher than the sugar content of 
the venous blood. Based on this figure and on an 
average value of the circulation rate of the 10 Kz. 
dog the amevnt of sugar absorbed in the tissues is 
about 54 g. per day (Young 1936)—a value remarkably 
close to that given by Mann’s experiments. 


It is thus evident as Claude Bernard originally 
stated, that the constancy of the blood sugar level 
depends on « very accurate mutual adjustment be- 
tween sugar production by the liver and sugar absorp- 
tion by the tissues. The mechanism controlling this 
mutual adjustment is an extremely complex one and 
according to modern physiological research is associa- 
ted with at least three hormones, viz., (i) insulin, 
(ii) adrenaline and (iii) the anterior pituitary factor. 

Now we shall consider how sugar is produced in 
the liver and what part the three hormones play in 
it. 

Normally sugar is formed from the ingested carbo- 
hydrate and proteins of the food but for some reasons 
the formation of sugar from fats is a matter of diffi- 
culty, the process being accompanied by the formation 
of ketone bodies. The liver stimulates the formation 
of sugar from fatty acids only when it is forced to do 
so by lack of sufficient alternative sources; that is 
fatty acids are only converted into sugar when there is 
great demand for sugar and protein and carbohydrate 
sources alone are not sufficient to meet it. 

Insutin: Injection of insulin lowers the blood 
sugar level and brings about the disappearance o/ 
diabetic ketosis rapidly in the presence of adequate 
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supplies of sugar. Insulin raises the R. Q.. It in- 
creases the amount of muscle glycogen and diminishes 
markedly the rate at which sugar is secreted by liver 
and perhaps antagonises the glycogenolytic action of 
adrenaline on the liver. It apparently does not in- 
crease the liver glycogen and has no effect on the 
metabolic rate though it reduces the increased protein 
katabolism in diabetes. It would thus appear that 
the hypoglycemic action of insulin is mainly due to 
inhibition of glycogenolysis in the liver and conver- 
sion of circulating sugar into muscle glycogen. 


ADRENALINE: It causes glycogenolysis in the liver 
so the blood sugar is increased and the liver glycogen 
is decreased. Muscle glycogen under the action of 
adrenaline is broken down to lactic acid and the me- 
tabolic rate may be increased. Adrenaline secretion 
is autogenously increased during hypoglycemia as 
a protective measure (Cannon et al, 1924). Its main 
effect is to check possible hypoglycemia and to raise 
blood sugar level at the cost of liver glycogen during 
times of strife and strain when more work has to be 
done. 


Anterior Piruitary Factor: The association 
of glycosuria and disturbance in growth with the pitui- 
tary gland has been observed for a long time (Marie; 
Frohlich). It is, however, the work of Houssay (1929) 
and his co-workers which first clearly demonstrated 
the important role played by this factor in diabetes. 
Hypophysectomy makes the animal very sensitive 
to the action of insulin—a very small dose may cause 
convulsion and death. In depancreatised dogs hypo- 
physectomy alleviates the symptoms of diabetes. 
Fasting even for a short period may cause fatal hypo- 
glycemia in such animals. 

From recent research (Soskin et al, 1935) it 
appears that the anterior pituitary factor stimulates 
the conversion of fats to sugar and in its absence 
adrenaline cannot initiate glycogenolysis. Hypophysec- 
tomy hinders the ability of the liver to liberate sugar. 
In the depancreatised and hypophysectomised animal 
(the Houssay dog) the capacity to oxidise and utilise 
carbohydrate is almost normal. 


If it is believed that insulin is necessary for the 
utilisation of sugar in the norma] animal so that the 
depancreatised dog is unable to oxidise sugar at all then 
it must be conceded that in the absence of pancreas 
the pituitary gland is normally inhibiting sugar utili- 
sation in the tissues although these tissues left to 
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themselves (Houssay dog) can utilise sugar when the 

pituitary as well as the pancreas are removed. 


The available evidence suggests that the pitui- 
tary gland stimulates the formation of sugar from pro- 
tein (Houssay) and from fat (Soskin) and that the 
alleviation of diabetes following hypophysectomy is 
perhaps due in part to the diminution of sugar produc- 
tion from these sources. There is also evidence that 
the pituitary can retard the peripheral utilisation of 
glucose. So its effects are generally antagonistic to 
that of insulin . 


The liver normally produces glycogen from pro- 
teins, and carbohydrates and secretes sugar in the cir- 
culation at a rate according to body needs. In acido- 
sis rate of glycogenolysis is increased and hyperglyce- 
mia results. Proteins and fats are also under abnormal 
conditions broken down in the liver to form glycogen 
and from this source also sugar is formed and secreted 
into circulation according to body needs. But in the 
process of abnormal sugar formation from proteins and 
fats, ketone bodies are formed resulting in acidosis and 
ketosis. For complete oxidation of ketone bodies sugar 
must be available in sufficient amount as the com- 
bustion of adequate amount of glucose must occur for 
the oxidation of ketone bodies to proceed to comple- 
tion. In the normal individuals this takes place near 
about a blood sugar concentration of 01%. But if 
by any means the rate and quantity of protein and fat 
breakdown in the liver are increased, acidosis and 
ketosis result. The first effect of this result in 
lowered carbohydrate tolerance (as in hunger diabetes 
or vagabond glycosuria) or in other words the blood 
sugar level is raised. The system can then work in 
this higher concentration of blood sugar which is a 
proper and natural body reaction to deal with acidosis. 
In a large number of diabetic individuals a history of 
overnutrition is present. Commencing with a_ nor- 
mal metabolism and a normal blood sugar level these 
patients by over-eating forced the liver to produce 
more glycogen from carbohydrate, protein and fats at 
a greater rate resulting in a tendency to hyperglyce- 
mia, in order to deal with increasing tendency to- 
wards acidosis. To keep down the blood sugar level 
the system has to react with greater production of 
insulin. Ultimately this state of affairs results in 
damage to the insulin-secreting mechanism due to 
overstrain and the higher blood sugar level becomes 
normal with this group of individuals, but the re- 
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sulting increased production of ketone bodies damages 
the insulin mechanism further and diabetes results. 
In our previous paper (1935) we have suggested that 
the same factor which causes acidosis also depresses 
insulin action. This view becomes clear in the light 
of recent research with the anterior pituitary factor. 

Normally the function of the anterior pituitary 
factor is obviously to initiate the breakdown of pro- 
teins and fats in the liver. The factor has two effects: 
(1) diabetogenic or anti-insulin and (2) ketogenic. 
Prolonged treatment with this factor in dogs results 
in hyalinisation of the beta cells of the islet tissues 
of the pancreas. (Richardson and Young, 1938). It 
is thus clear that the same factor which causes acido- 
sis also depresses insulin action. 


That insulin itself does not directly play a very 
important part in the oxidation of glucose is apparent 
from experimental work. Roy and Mukherjee (1935) 
found that glucose when given intravenously in 
diabetes was utilised by the tissues. The effect of 
intravenous glucose in these cases was to produce 
temporary increase in the blood sugar content and at 
this higher blood sugar level oxidation and utilisation 
of glucose was possible. The introduction of glucose 
in adequate amounts intravenously quickly _ brings 
available glucose to the tissues and liver and thus 
stops hepatic gluconeogenesis and reduces acidosis and 
ketosis. After a few days, in spite of receiving 
injection of 150 c.c. of 25% of glucose intravenously 
daily, the blood sugar level comes down. 

Recent physiological work has corroborated the 
findings of Roy and Mukherjee (1935). Mirsky et al 
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(1937) found from investigations on completely de- 
pancreatised dogs that in the absence of insulin 
glucose itself administered intravenously in big 
amount reduces ketosis and acidosis. From further 
work on depancreatised and nephrectomised dogs 
they found that glucose thus administered stops the 
breakdown of proteins and is thus a sparer of body 
nitrogen. 


Mirsky et al (1937) came to the following conclu- 
sions, which interpreted rightly fully confirms the 
views of Roy and Mukherjee (1935), that the metabolic 
disturbance in diabetes was due to an alteration in the 
balance between hepatic glycogenesis and glycogeno- 
lysis. The associated production of ketone bodies 
was due to a compensatory acceleration of breakdown 
of fats and proteins in the liver in consequence of a 
decrease in the amount of carbohydrate available for 
oxidation. 


SuMMARY 


We can thus conceive that the first stage in 
diabetes is a condition of acidosis. This may result 
from ingested acid bodies or from faulty method oi 
living which causes retention of CO, or greater pro- 
duction of acid ketone bodies in the system. Hyper- 
alimentation, specially with rich protein and fat foods 
for a long time, may bring about acidosis. This 
autogenously brings about a condition of hyperglyce- 
mia. So long the insulin mechanism is intact the 
blood sugar level is kept within normal limits and 
diabetes does not supervene. When insulin fails due 
to overstrain hyperglycemia results. 
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INTRODUCTION 


X-rays for the treatment of cancer have been in 
use for the last two decades, but it is only during 
the last few years that a scientific and systematic 
study of the subject has been made possible by the 
construction of reliable high. voltage deep X-ray 
tubes. The modern equipment for deep X-ray 
therapy is so complicated, involving so many intricate 
technicalities that, for satisfactory maintenance and 
service, the co-operation of a highly qualified physicist 
and electrical engineer becomes imperative. In this 
paper an attempt has been made to review the pro- 
gress and developments made in this direction, with 
special reference to the extra high voltage continu- 
ously evacuated tubes recently installed at St. Bar- 
tholomew’s Hospital, London, and the Holt Radium 
Institute at Manchester. In preparing this summary, 
information has been sought from various papers scat- 
tered through technical literature. References to the 
more important of these are given at the end of the 
text. An attempt will be made here to describe in 
simple and , as far as possible, non-technical language 
the mode of production and the advantages of the 
modern high voltage deep X-ray apparatus. In the 
world-wide crusade against cancer, India is expected 
to take her legitimate place. It is only by concerted 
efforts and by carrying out a comprehensive scheme 
with a clear view to future developments that an up- 
to-date X-ray Institute can be built up with possibi- 
lities for further expansion, commensurate with the 
vastness of India’s needs. The advantages of the 
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modern deep X-ray therapy over radium are numer- 
ous and it is here emphasised that this important 
fact should not be lost sight of. 

It is imperative that any centre for the treatment 
of malignant disease should be attached to a large 
General Hospital where effective co-operation could 
be ensured between physicians and surgeons, radio- 
therapists and physicists and specially trained X-ray 
and electrical engineers. 

Before describing the high voltage tube it is in- 
structive to discuss the nature of X-rays, and consider 
what advantages the X-rays from a very high voltage 
tube are likely to offer over those from an ordinary 
tube. 


Nature oF X-Rays 


It is well known that the only difference between 
X-rays and visible light is in their respective wave- 
lengths and that the ether waves employed in wireless 
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Fic. 1. 
Spectrum showing the wave-lengths of various types of 
radiation in the ether. 
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are also of exactly the same nature as visible light, 
but the wave-lengths are many million times greater. 
In Fig. 1, the wave-lengths of the various kinds of 
radiation are given in centimetres. As this unit is 
very large compared to the infinitesimal dimensions 
ot X and y» rays, it is usually expressed in terms 


of the ‘Angstrom’ unit which equals10°% cm. The 
wave-length of X-rays used for ordinary medical 
purposes varies between about 1 and 0-15 AU. The 
y rays of radium have a wave-length 4 of about 
0-1 AU, violet light has a wave-length of 8800, while 
red light has 7600 AU. 


The penetrating power of X-rays varies directly 
as the e.m.f. employed and the degree of evacuation 
of the bulb. In other words the low or high pene- 
trating power depends on long and short wave-lengths 
respectively, as shown below: 


Wave-lengths in AU. 
.. 04 to 62 
0-19 to 0-13 
013 to O01 
01 to 009 
0:08 to 0-07 
below 0-6 


Very soft X-rays 

Soft 

Medium hard 

Hard 

Very hard om 
Rays for deep therapy ... 


The relation between the limiting wave-length 
of X-rays and the applied e.m.f. may be expressed 
as:— 


12°35 
Alimit = 
kV 
max 


where /limit is the 


lower limit of wave-length in AU and kV max is the 
maximum potential in Kilovolts. 


It has been shown that filtered rays from a mil- 
lion volt tube will have an energy distribution com- 
parable with that from radium, except for the two 
y rays of energy corresponding to 1-2 and 1-8 million 
volts. Thus, to embrace the whole of » ray 
spectrum, a 2,000,000 volt tube would be necessary, 
but the difference between the spectrum from a 
million volt tube and the y rays is small and is 
a sufficient incentive to make experimental work at 
a million volts worth while, leaving higher voltage 
radiations to be investigated at a later date. If a 
potential of a million volts is to be applied it should 
be a constant potential rather than a pulsating one. 
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X-rays, in common with gamma rays, may be 
taken, for practical purposes, to travel in straig!t 
lines. As produced from the X-ray tube the rays 
travel as an ever-widening beam. It would, there- 
fore, be clear that the further the rays have travell.d 
from their point of origin, the greater will be the cross 
section of the cone. X-rays, in so far as their clinical 
use is concerned, are not reflected or refracted. 


Some CLINICAL CONSIDERATIONS 


In the therapeutic applications of X-rays the two 
following points require consideration :— 

1. The size and shape of the beam must be 
capable of perfect control, so that it can be adapted 
to the irradiation of any part of the patient’s body. 


2. The X-ray tube must be mounted on some 
form of carrying device so that the beam may be in- 
clined with exactitude in any required direction. This 
is also attained in case of very large installations by 
tilting the floor of the treatment room. One real ai- 
vantage of the tube is its ability to carry heavy appli- 
cators, or applicators and distance pieces, without any 
trouble or loss of mobility. 


ADVANTAGES OF X-RAYS FROM A High VOLTAGE 
ConTINUOUSLY EVACUATED TUBE OVER THOSE 
FROM AN ORDINARY TUBE 


From the medical point of view there are three 
main advantages :— 


1. The marked increase in X-ray output. 


2. A slight increase in potential. The tube 
runs steadily at 250 kV (ora higher) continuous 
potential. The novel feature is the high ‘‘r’’ outpu’. 

3. By means of a single tube a much larger 
number of patients can be dealt with, even when using 
very prolonged periods of overall radiation. 


Treatment of Malignant Disease: The object o! 
all variations in technique is to find a combinatio: 
which will cause the greatest damage to the cancer 
cells and the least to the normal tissues; and wit 
so many variable factors progress must necessari!; 
be slow. 


There are two important factors which influence 
the response of a malignant growth to  radiatiou, 
namely,:the distribution of the disease in the patient's 
body and a factor peculiar to the growth itself whic. 
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CONTINUOUSLY EVACUATED 
is termed ‘ radio-sensitivity.’ Radio-sensitive tumours 
almost invariably respond well to X-ray treatment and 
if they once disappear they do not tend to recur locally. 
Unfortunately, in the case of sarcomata this does not 
apply to metastatic recurrences. These, of course, 
are a matter of spread of the malignant cell by the 
blood or lymphatic systems beyond the limits of 
erowth as manifested clinically. 


ADVANTAGES OF DEEP X-RAY THERAPY AS 
CoMPARED WITH RApIUM 


It is needless to refer here in detail to the ad- 
vantages of modern deep X-ray therapy over radium 
in many types of cases but it would be in keeping 
with the scope of this paper if we briefly enumerate 
the outstanding advantages :— 


1. Ease of application and _ painlessness:— 
Elimination of pain and the ease of application, parti- 
cularly in deep-seated new growths in more or less 
inaccessible parts of the body, are advantages requiring 
no emphasis. The insertion of Radium needles means 
an operation under an anesthetic. 


2. Greater accuracy of measurement of radia- 
tion: The advantages of the International Unit :—It 
has been gradually realised that accuracy of the dose 
in X-ray therapy, while being essential to the achieve- 
ment of the best results is most difficult to obtain 
with radium, especially for new growths which are 
deeply situated. Great accuracy is now possible with 
modern X-ray apparatus. When the results of care- 
fully controlled experimental cases treated with the 
radium ‘‘Bomb’’ (Telecurietherapy) are available, it 
is probable that for some types of new growth, notably 
in the buccal cavity, this method will prove more 
successful than any other available at the moment. 


It has been conclusively shown during the past 
few years, particularly in the U. S. A. where several 
high voltage plants have been operating for the past 
six or seven years, that there is practically no ap- 
preciable difference in the results obtained in the 
range from 200/600 kilovolts. From this it will be 
obvious that except in rare cases there is no advantage 
in going to the expense of having deep therapy instal- 
lations round about the 400 kilovolé range. In certain 
types of case it has been shown by Schmitz at the 
Mercy Hospital, Chicago, and by other workers, that 
after 650 kV has been reached # marked improve- 
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ment in clinical results takes place. Unfortunately, 
Indian conditions during the monsoon months may 
make the working of any super high voltage plant a 
matter of some difficulty but this may be overcome by 
air-conditioning with adequate de-humidification. 
We have no doubt that the intelligent co-operation of 
physicists and X-ray engineers will overcome this pro- 
blem. 

3. In inaccessible deep-seated new growths :— 
Treatment in the past was unsatisfactory but a more 
confident approach has now been made possible. 

4. Bone sarcoma:—A certain proportion of cases 
of bone sarcoma respond to X-ray treatment in a most 
dramatic fashion. 

5. Certain benign tumours of bone, viz., mycloma 
or giant-celled tumour:—Many a limb may now 
be saved from amputation which was the only treat- 
ment in the past. 


6. Metastatic deposits:—In metastatic deposits, 
particularly in bone, no other method of treatment is 
possible. 


7. In many cases where the disease is so ad- 
vanced that cure by any means is impossible, deep 
X-rays may produce palliation with relief of pain and 
discomfort and prolongation of life. 


Dangers :—Modern X-ray therapy apparatus re- 
quires a high degree of efficiency and great care, as 
very serious ill-effects may result from careless ap- 
plication. It is important to emphasise that X-ray 
treatment has not yet supplanted operative proce- 
dures. It is, however, not improbable that with fur- 
ther improvement in deep X-ray therapy, in the near 
future there may be brought about revolutionary 
changes in the treatment of carcinoma. Excess of 
optimism is reprehensible but pessimism is equally to 
be deprecated. 


Units 


At the 5th International Congress of Radiology 
at Chicago in 1937, the International Committee sub- 
mitted revised recommendations with regard to X and 
y ray units. A new generalized definition embracing 
both X and y rays, which has been provisionally 
adopted, may be summarised as below :— 

(1) The International unit quantity of dose of 
X-rays or » rays shall be called the ‘‘ réntgen ’’ and 
shall be designated by the symbol r. 
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(2) The ‘‘réntgen’’ shall be the quantity of X or 
y radiation such that the associated corpuscular 
emission per 0-001293 gramme of air produces, in air, 
ions carrying one electro-static unit of quantity of elec- 
tricity of either sign. 

Note.—It is stated that 0’001293 gramme is the mass of 
1 cm® of dry atmospheric air at o°C and 76 cm. of mercury. 

(3) Measurement of radiation quantity shall be 
expressed in “‘réntgen.’’ Measurement or dosage rate 
shall be expressed in ‘‘réntgens’’ per minute. 

The method of measurement is too complicated to 
be described in a general paper of this nature. 

It may be mentioned here that with the 250 kV 
tube described hereunder, the skin dose with wide 
fields amounts to nearly 500 r per minute, with filtra- 


tion amounting to 0-85 mm. copper and 1 mm. alumi-. 


nium. 


Vout Tuse at St. BArTHOLOMEW’S 
Hospitat, Lonpon 


The new tube at St. Bartholomew’s Hospital was 
designed to operate at voltages in excess of 600 kV, 
and a constant potential generator for 1200 kV was 
supplied in the expectation that the operating voltage 
for the tube would be in the neighbourhood of 1 
million volts. The design of the X-ray tube was 
dictated primarily by the space available and it was 
also decided to preserve the degree of freedom avail- 
able with the ordinary type of X-ray tube. Normally 
continuously evacuated X-ray tubes operating at 
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200-500 kV. constant potential are provided with a 
rotary beam of X-rays and a vertical traverse to the 
tube. The same flexibility was aimed at with the 
million volt tube, but instead of attempting to lift 
the tube, it was obviously simpler to raise and lower 
the floor. This has been done by an electrically 
driven mechanism. 


Mechanical Construction:—The tube, like the 
200-250 kV. tube (Fig. 2) described later, is contin- 
uously evacuated by low-vapour pressure oil diffusion 
pumps and extends into three rooms—tlhie cathode 
apparatus room, the treatment room and the anode 
apparatus room. In the treatment room, naturally 
all parts are earthed and completely shielded by 
lead, except at the post from which the rays are 
allowed to emerge. The central section of the tule 
consists of a 14” diameter steel tube bridging the 
whole of the treatment room; to the two ends of thie 
tube are bolted two porcelain insulators each 5 it. 
in length to which the cathode and anode of the tube 
are attached. The cathode and anode each consists 
of steel tubes extending from the remote ends of tlic 
porcelain insulators along the axis of the X-ray tube 
towards its centre, the anode terminating at the centre 
of the tube in a water-cooled target where the rays are 
generated and the cathode with tungsten filaments 
terminating some inches from it. (Fig.3). 

The cathode carries six tungsten filaments. In 
the event of a filament burning out it is unnecessary 
to remove the cathode, since the block on which tlie 
filaments are ‘mounted, can be rotated to bring an- 
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Section of ‘ Continuously Evacuated Extra High Voltage ’ 
_assembly containing target A. C—Cathode support flange. 
CDDE—Cathode assembly. R—Rotatable iron cylinder covered with lead. 


filament. 


X-ray Tube. J—Removable anti-cathode 
F—Tungsten 
N—Applicator. 


I—Porcelain insulating sleeve. 


P,—Oil condensation pump. B—Supporting .plate for pump. P,—Back pressure rotary pump to P,- 
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Sketch of 1000 kV X-ray Tube Installation. 


CONTINUOUSLY EVACUATED EXTRA HIGH VOLTAGE X-RAY br 


Fic. 3. 
The tube extends into three rooms: the Cathode 
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Apparatus Room, the Treatment Room, and the Anode Apparatus Room. A perspective of the three rooms 


other filament into the correct position. The anode 
carries the water cooled gold target and water pipes 
connecting the target to a force pump and radiator, 
mounted on a porcelain support to provide insulation 
for 500 kV. : 
General Lay out:—In the treatment room the 
steel X-ray tube is surrounded by a hollow steel drum 
filled with close-packed lead shot of different sizes 
to obtain the maximum packing co-efficient. The 
drum has one post opposite to the target and this 
allows the free passage of a conical X-ray beam of 
apex angle 30°, directed at right angles to the axis 
of the tube. The drum is mounted on roller bearings 
at its ends, so that the available beam of rays can 
be rotated about the tube axis. Around the lead fil- 
led drum there is another light steel cylinder also 


mounted on roller bearings.. This tube carries a turn- 


is given in the above sketch, with the Anode Apparatus Room on the left. 
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table on which filters and applicators may be clamped 
to control the quantity and angular aperture of the 
beam. 


When the X-ray beam is not required, the lead- 
filled drum is rotated electrically until the conical post 
directs the beam vertically upwards when it is ab- 
sorbed in a block of lead suspended from the ceiling. 
The walls of the treatment room are made of a barytes 
concrete. There is an illuminated diagrammatic in- 
dicator in the control room which records the sequence 
of pumping operations and also acts as a fault detec- 
tor. Communication between treatment room and 
control room is possible by means of microphone loud 
speaker equipment and a view of the treatment room 
from the~control room is also rendered possible by 
means of a system of mirrors. 
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Rectifier Units:—The high voltage constant po- 
tential generators each consist of four 250-300 kV. 
continuously evacuated thermionic rectifiers, consist- 
ing of porcelain cylindrical insulators fitted with an- 
ode and cathode, mounted one above the other on 
the pumping plant. The filaments of the rectifiers are 
energised by small generators mounted one above the 
other and insulated for 300 kV. All the main joints 
on the rectifiers are sealed with Apiezon bituminous 
compounds. The high tension supply for the recti- 
fiers it taken from a main 150 kV. peak transformer. 
A voltage quadrupling circuit (Schenkel) is used and 
each H. T. generator has been operated up to 600 kV. 
Thus by using both generators a constant potential 
difference of over 1 million volts may be applied to the 
terminals of the X-ray tube. 


Vacuum pressure gauges are mounted on the tube 
and give a direct indication of valuation inside the 
X-ray tube, the pressure during operations varying 
between 10% to 10° m.m. of mercury. 


Application: —With the great intensities avail- 
able from the high-voltage X-ray, treatment will be 
only of nominal duration at distances of 1 m. to 
2 m. from the tube. Also, the beam can be filtered 
to eliminate all but the most penetrating rays. The 
complete equipment was supplied by Messrs. Metro- 
politan-Vickers Electrica] Co., Ltd. of Manchester. 


250 kV. X-ray Tuse at Hott Raprum 
InstItuTE, MANCHESTER 


The 250 kV. X-ray tube of the type supplied by 
Messrs. M. V. E. Co. to the Holt Radium Institute 
is also of the continuously evacuated type and differs 
considerably from sealed-off glass bulbs. Glass has 
been entirely replaced by porcelain and steel and the 

- tube can be taken to pieces for repair. As with the 
high voltage tube described above, all joints are 
sealed with Apiezon compounds. Here continuously 
evacuated rectifiers are used in conjunction with a 
peak transformer and the pumping plant consists of a 
rotary pump which maintains the backing pressure 
necessary for the operation of two oil condensation 
pumps. 

Special Features :—In order that the whole equip- 
ment shall be fool-proof, its operation has been made 
automatic and special relays are provided for protec- 
tion against high voltage surge and failure of water 
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supply. The maximum protection to both patient 
and operator is ensured by mounting the pumping and 
high voltage plant behind steel panelling. In adii- 
tion, all parts of the tube projecting into the treatment 
room are earthed. 


Although the continuously evacuated tube has a 
higher initial cost than glass-bulb equipment of ‘he 
same output, the life of the continuously evacuaicd 
tube is longer and the elaborate system of inter-lock- 
ing possible with this type of equipment preverts 
misuse and affords greater protection against dam:ge 
to the operator. 


Orner TuBES 


Reference must be made to a new 1 million volt 
“‘Metalix’’ X-ray tube recently introduced by Mess:s. 
Philips. The tube, which is hermetically sealed and 
exhausted, is in 5 sections in cascade, each section 
being capable of withstanding a potential drop of 
200 kV. The electronic emission is produced by a 
filament at one end of the tube, and the cathojle 
stream is focussed by means of a permanent magnet 
device surrounding the discharge chambers. A deep- 
therapy X-ray department, in the clinic of which ove 
of these tubes will be used, is under construction in 
Amsterdam. 


_ Cascade Coolidge type tubes are in operation at 
the Memorial Hospital at New York. Dr. Coolidge 
has lately concentrated on the development of a high- 
voltage unit operated in oil. 


A novel high-tension generator and X-ray tube 
has been constructed by D. H. Sloan of California. 
Such a tube with a Tesla transformer and valve-osc'l- 
lator working as a high tension generator at 5 Mc/Sec. 
is installed at the Presbyterian Hospital, New Yor‘. 
One of its advantages is that six patients can be trest- 
ed at a time. 

Deep X-rays have been used in preference to ra‘i- 
um in Germany during post-war years (owing chieily 
to the cost of radium) with a good deal of success. 


CoNncLUSION 


The development of the continuously evacuated 
extra high voltage X-ray tube has placed a potent 


therapeutic agent in the hands of the surgeon. The 
therapeutic possibilities have not yet been fully assess- 
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ed but there is sufficient evidence to indicate that the 
newer method of deep X-ray therapy is destined to 
supplant radium in a great measure, if not completely. 

It is true that further research is still necessary 
to carry this work to perfection. With the talent 
which is available in India’s physical laboratories ani 


1. Cray, R. (1934)—Proceedings of the Physical Society, 
Vol. 36. 
2. Physical Review (1935), Vol. 47. 


3. Atuipone, T. E. (1936)—Proceedings of the Royal Society 
of Medicine, Vol. 29, p. 439. 


Chemotherapy with synthetic chemical com- 
pounds is a relatively recent advance in medical thera- 
peutics. While Ehrlich may rightly be regarded as 
the pioneer of chemotherapy in medicine, Domagk’s 
introduction of ‘Prontosil’, a complex sulphanilamide 
compound, marks an important stage of further pro- 
gress. The remarkable success of this drug in strep- 
tococeal infection has encouraged a somewhat wide- 
spread use in other bacterial diseases. It is, there- 
fore, necessary to consider the possible toxic effects, 
which might result from the indiscriminate use of 
‘Prontosil’ and allied drugs. 


When a new chemical agent is being tested cli- 
nically in man, it is very necessary to observe and to 
note whether or not the drug in question has any 
toxic effects on the human body. In experimental 
mice Domagk observed that the drug had a very high 
therapeutic value and was quite harmless as it was 
non-toxic even in large doses. He states that mice 
can tolerate a dose of 500 mgm. (0-5 gm.) per Kgm. 


TOXIC EFFECTS OF SULPHANILAMIDES 


with the active co-operation of medical men and X-ray 
engineers, there is no reason why this country should 
not make an effective contribution. 


various papers from which information has been 
sought. 
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of body weight, when given by mouth or subcutane- 
ously. Though it is non-toxic in experimental animals, 
attention to the toxic effects of these drugs in man, 
has been drawn by some English workers viz., Paton 
and Eaton (1937), Borst (1937) and Archer (1937) and 
also by some American workers viz., Harvey and 
Janeway (1937) and Kohn (1937). These drugs are 
very extensively used both in hospital and private 
practice in Bombay. These are prescribed for the 
specific action on streptococcus hemolyticus but are 
often used empirically for many other infections. 
The drug is known to lay people, some of whom use 
it for gonorrhea and other infections without the 
knowledge of their doctors. A report of a few cases 
of the toxic effects of these drugs would be a fitting 
reminder against their indiscriminate use. 


NoTES 


Case 1. D.N., aged 22 years. 


The patient, a student, was suffering from an attack of 
acute pharyngitis for which he was advised a salicylate mixture 
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and Prontosil rubrum tablets (one tablet three times a day). 
After taking 8 tablets, making a total of 4 grams. of Prontosil, 
the patient noticed a tinge of yellowish discoloration of his 
conjunctiva. On clinical examination, at the out-patient 
department of the K. E. M. Hospital, the liver, gall-bladder, 
spleen and lymph-glands were not palpable: and there was 
no other clinical abnormality whatsoever. He was, however, 
admitted as an indoor patient. The investigations carried 
out in the ward were the following :— 


i. Urine—Normal in colour, absence of bile-pigments, 
and presence of urobilin in moderate amounts. 


2. Stools—Brown in colour; no abnormality “detected. 


3. Van den Bergh—Indirect positive. Icterus index 100 
(Normal 3-5). 

4:, Blood count—R. B. C. 3,040,000 percmm., Hemo- 
globin—49 per cent., Colour index 0:8, W. B. C.—3950 per 
cmm., Polymorph—71, Lympho—z26, Large Mono—z, Eosino 
I per cent. 

5. Reticulocyte count—2°09%. The count was done on 
the tenth day. 

6. Fragility of R. B. C.—Normal. 

The laboratory findings, i.e. (i) Van den bergh—indirect 
positive, (ii)-marked’ rise in icterus index, i.e., hyperbili- 
rubinemia, (iii) urobilirubinuria, (iv) and reduction in the 
total number of R. B. C. and hemoglobin per cent. helped to 
confirm the clinical diagnosis of acute hemolytic jaundice. 


Case 2. G. M., aged 25 years. 


The patient was suffering from acute gonorrhceal ure- 
thritis for which, besides other treatment, he was advised: to 
take 4 tablets of Sulphanilamide four times a day. So he 
took 16 tablets on the first day, 16 on the second and 8 more 
on the third day. He noticed yellowish colouration of his 
eyes on the third day, for which he reported himself to the 
medical out-patient department of the K. E. M. Hospital. 
On physical examination he had yellowish disc<loration of 
his conjunctiva, the mucus membrane of palate and the 
palms and soles. The following laboratory investigations 
were carried out: — 


1. Urine—Absence of bile pigments and bile salts; 
presence of urobilin. 

2. Stools—Normal brownish colour; 
detected. 
+Van den Bergh—Indirect positive; Quantitative—12-5 
‘units. Icterus index—troo. 


no abnormality 


4. Blood count—R. B. C. 4,430,000 per cmm.; Hemo- 
globin 69 per cent.; W. B. C. 9,500 per cmm.; Polymorph.— 
‘62, Lympho—34, Large Mono—3, Eosino—1z per cent. Pre- 
sence of punctate basophilia. 


5. Reticulocytes—3.2 per cent. 
6. Levulose tolerance test—Normal readings. 


In view of the clinical and laboratory findings, the 
diagnosis was made of acute hemolytic jaundice. He 
recovered completely in a few days on discontinuing the 
drug. y 
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Case 3. A girl, aged 6 years, had tonsillectomy per- 
formed on 22-7-38. She was discharged on the same day 
but was readmitted on 24-7-38 for fever 102°F. The patient 
was given Prontosil injections and tablets as follows:— 
Injection of Prontosil 5 c.c. daily on 25, 26, 27, 28 and 30th 
instant. She was also given Prontosii tablets by mouth 1 
tablet t.d.s. from 25-7-38 to 4-8-38, i.e., for eleven doys, 
The fever continued in spite of this treatment, and impr: ve- 
ment of the throat. On the 5th August (i.e., on the 12th 
day) she developed an erythematous rash all over the body. 
On examination she had temperature—i1or1‘6°., pulse—i24 
per minute and respiration—28 per minute. She had a 
measly rash all over the body. The throat was clear. No 
other abnormality was detected. She was admitted as an 
indoor patient and the foliowing investigations were carried 
out. 

1. Blood count—R. B. C. 3,420,000 per cmm.; Hemo- 
globin—52°8 per cent., W. B. C.—7,250 per cmm.; Puly- 
morph—74, Lympho—23, Large Mono—z, Eosino—t1 per cent. 

2. Urine—Nothing abnormal detected. 

3. Blood culture—No micro-organisms grown. 

_ The case was diagnosed as one of toxic manifestations 
following the administration of Prontosil. The drug was 
therefore discontinued. Next day the fever came down and 
the rash began to fade. In two days both the fever and the 
rash completely subsided without any further treatment. 


Discussion 


Here it will not be out of place to try and con- 
sider certain peculiarities of the laboratory findings 
in the first case as compared to those found in other 
hemolytic anzmias. 


(a) The leucocyte count in this case is suggestive 
of leucopenia the count being 8,950 per cmm. In 
hemolytic anemia leucocytosis with many premature 
cells (myelocytes) is usually found. 

(b) There is absence of nucleated red blood ce'ls 
in films prepared from peripheral blood. Again, it is 
a known fact that in hemolytic anemias there appear 
in peripheral blood many normoblasts and even a few 
megaloblasts. 

(c) The third peculiarity is that the reticulocyie 
count is 2:9 per cent. One would have expected a 
very high reticulocyte count such as 15 to 20 per cen’. 

These three peculiar phenomena observed in t '¢ 
peripheral blood of this case, indicate the relative 2)- 
sence of the physiological response of bone-marrow 
which normally occurs in hemolytic anemias. 


Now the question arises whether this acute he- 
molytic anemia was caused by the drug Prontosil 
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rubrum or whether it was a mere coincidence. The 
points in favour of attributing the hemolytic jaundice 
to the toxic effects of the drug Prontosil and not to 
any other cause are :— 

(1) The history of having taken the drug im- 
mediately before the onset of jaundice. 

(2) The clinical improvement on 
the drug. 

(3) The absence of previous history of any such 
aitacks of jaundice. 

(4) Absence of history of jaundice in patient’s 
family. 

(5) Absence of any other finding, e.g., enlarge- 
ment of the spleen. For the above-mentioned rea- 
sons, there was not the slightest doubt that Prontosil 
was directly responsible for this acute hemolytic 
anemia with jaundice.* 


discontinuing 


Let us now try and consider the mechanism by 
which the drug Prontosil produced the clinical picture 
in this case. A consideration of the chemical struc- 
ture of the Prontosil group of drugs shows that they 
are derived from substituted aniline dyes which poss- 
ess a benzene ring. The benzene ring is known to 
have both hemolytic properties and depressing effects 
on the hemopoietic function of the bone-marrow. 


The hemolysis is evidenced by the presence of 
anemia, jaundice, indirect Van den Bergh positive, 
hyperbilirubinemia, and urobilirubinuria; while the 
depression of hemopoiesis is evidenced by the pre- 
sence of leucopenia, absence of nucleated red blood 
cells, and absence of reticulocytosis after a week. 
Hence it is quite logical to presume that in this case 
the drug Prontosil produced both acute hemolysis 
of the red blood cells and depression of the bone- 
marrow. 


The total dose of Prontosil taken by the patient 
was 8 tablets i.e. 4 grms. spread over three days. 
This is the smallest dose of Prontosil recorded to pro- 
duce toxic effects in a young adult. Kohn (1937) re- 
ports of toxic effects after administration of 3-6 grms. 
But this subject was a girl aged one year only. It 
is a common practice to give much larger doses of 
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*It is to be noted that the patient was also taking a ‘ salicylate mixture.’ 
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Prontosil with marked beneficial effects and without 
showing any toxic manifestations. Hence the ques- 
tion of the toxic overdose producing acute hemolysis 
is out of consideration in this case, and one may pre- 
sume that the toxic effects were probably due to 
individual idiosyncrasy or susceptibility of the patient 
towards Prentosil. 


The second case is more or less similar to the 
first case, and the same arguments may be applied 
to support the diagnosis. In this case besides ane- 
mia as shown by hemoglobin percentage of 69, there 
is presence of punctate basophilia and of a reticulo- 
cyte count of 3 per cent. The total leucocyte count 
of 9,500 per c.mm. is suggestive of mild leucocytosis. 
Hence, in this case the peripheral blood presents a 
hematological picture that is suggestive of the start- 
ing of a graded physiological response on the part of 
the bone-marrow. The total amount of the drug taken 
by the patient when he developed jaundice, was 
40 tablets of sulphanilamide spread over a period of 
nearly three days. One cannot say whether the toxic 
effects in this case should be attributed to an over- 
dose or to individual susceptibility.t Both these 
cases recovered on discontinuing the drug. No other 
treatment was found necessary except that the 
arrangements for emergency transfusion of blood were 
kept ready. 

The third case is very interesting. The little girl 
developed post-operative fever on the third day after 
tonsillectomy. Thinking it to be a reactionary fever 
the patient was given an extensive treatment with 
Prontosil administering it both orally and intramus- 
cularly comprising a total of 6 intramuscular 5 c.c. 
injections, and 33 tablets of Prontosil spread over a 
period of eleven days. The fever instead of respond- 
ing to Prontosil persisted as a remittent fever, with 
the result that the administration of the drug was 
continued for twelve days after operation until the 
child developed the rash. The possibility of the fever 
being due to septicemia was considered and ruled 
cut on the strength of absence of leucocytosis, nega- 
tive blood culture and the fever coming down after dis- 
continuance of the drug. The possibility of the fever 


The effect of this mixture independ- 


ently or in combination with Prontosil has not been indicated. Nor is there any mention of the diet during the period of 


treatment. (Ep. J. J. M. A.) 


tThis was a case of gonococcal urethritis, receiving ‘ other treatment,’ which is not specified. Consequently the 


' ill-effects cannot be wholly ascribed to Prontosil. 


(Ep. J. I. M. A.) 
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and rash being due to measles was also ruled out due to 
absence of any other physical signs that would sup- 
port the diagnosis of measles. Probably the post- 
operative fever was superimposed by ‘Prontosil fever’. 
In a case like this it is very necessary to differenti- 
ate between the infection fever and the drug fever. 
Was it possible in such a case to differentiate the drug 
fever from the infection fever? Perhaps it will re- 
quire a great accumulation of clinical experience be- 
fore it is possible. One feels that a ease of infection 
fever, if due to streptococcus hemolyticus, should 
respond favourably to adequate doses of the drugs in 
a period of two to three days. In clinical medicine 
there is an analogy of the therapeutic test of malaria 
by administration of adequate doses of quinine for 
three days. In the absence of improvement in a 
course of two or three days it would be useless to per- 
sist in the administration of the drugs. In all cases 
where fever persists in spite of the local improvement 
at the site of infection the drug should be suspected 
as the cause. In the present case drug fever was 
suspected on the 12th day and it came down on dis- 
continuing the drug. If the possibility of the drug 
fever is not remembered there may be an urge to 
push on more drug with poor or even disastrous re- 
sults. The anemia as shown by 52 per cent. hemo- 
globin can be accounted for in this case as due to 
bleeding during tonsillectomy operation. 


Toxic Errects REPORTED 


I. Hemolytic anemia: Few cases are reported 
of acute hemolytic anemia, produced by the toxic 
effects of drugs of the sulphanilamide group. Harvey 
and Janeway (1937) report three cases of acute hemo- 
lytic anemia produced by the use of sulphanilamide, 
two occurring during the treatment of meningococcal 
meningitis. The first case developed hemolysis after 
a total dose of 14-4 gms. of sulphanilamide, the se- 
cond case developed hemolysis after 6-5 gms., and 
the third case of an infant ten months old developed 
hemolysis after about a total dose of 9 gms. of the 
drug. Skin tests were tried by them for evidence of 
hypersensitiveness, without any positive reactions. 
Janeway concluded that the toxic effects produced are 
neither due to toxic overdose of the drug nor due to 
drug idiosyncrasy. They suggest a possibility that 
these individuals produced from sulphanilamide, a 
small amount of toxic product having an action like 
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phenylhydrazine or produced such a toxic substance 
much more rapidly than the average individual. \l 
their three cases improved on discontinuation of the 
drug and after blood transfusions. Kohn (1987) re- 
ports a case of a girl one year old who was suffering 
from acute pharyngitis. After administration of 36 
gms. of sulphanilamide, a faint jaundice was noted 
and the drug was discontinued. Six days after dis- 
continuation of the drug the jaundice deepened and 
hemoglobinuria developed. After recovery sulphanil:- 
mide was again administered to the child to ascertain 
whether there was an unusual reaction. On adminis- 
tration of only 1 gram of the drug the patient again 
reacted unfavourably. He concludes that some iu- 
dividuals have a predisposition to react unfavourably 
to this dye. 


II. Agranulocytosis: Amidopyrine, phenacetin, 
gold salts and arsphenamine are the drugs which ave 
known to give rise to agranulocytosis. All these drugs 
are known to produce agranulocytosis because of their 
possessing a benzene ring as their common structure. 
The very fact that sulphanilamide has also a benzene 
ring attached with an amine group, is suggestive that 
these drugs also may produce agranulocytosis. Young 
(1937) reports a case in which the leucocyte count 
from day to day showed a graded reduction of the 
polymorphs to their complete disappearance. In his 
case 54 gms. of Prontosil album was given over a 
period of 18 days and agranulocytosis developed after 
a period of 17 days. Borst (1937) reports a death duc 
to agranulocytosis. 

The presence of leucopenia in the first case sug- 
gests that had the drug not been discontinued in time 
it might have led to a production of agranulocytosis. 


III. Sulphemoglobinemia and Methemoglo- 
binemia: These complications have been describe! 
by various authors, particularly Paton and Eaton 
(1937) and Archer (1937). They are manifested clinic- 
ally by cyanosis during the administration of these 
drugs and can be confirmed by spectroscopic examina- 
tion of the blood. Sulphemoglobinemia is produced 
either by prolonged ingestion of sulphanilamide or by 
simultaneous administration of sulphates by moutli. 
The sulphates help in excessive formation and absor))- 
tion of hydrogen sulphide from the large bowel. An'- 
line derivatives in the blood act as catalysts and ac- 
celerate the reaction of combination of hydrogen su!- 
phide with haemoglobin to form sulphemoglobinemi«. 
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The treatment suggested for this complication is 
mainly prophylactic by forbidding the use of sulphates 
such as saline purgatives, magnesium sulphate dress- 
ings and of sulphur-containing food, e.g., eggs, during 
and two or three days preceding the use of sulphanil- 
amide. When the condition has developed the treat- 
ment suggested is the stopping of the drug, giving 
of blood transfusion, intravenous glucose saline and 
oxygen in methemoglobinemia. Oxygen is of no 
value in sulphemoglobinemia. 


IV. Acidosis: The occurrence of acidosis has 
been reported by Southworth (1937), Dees and Colstan 
(1937) and Janeway (1937). Southworth notes that 
out of 50 cases treated with sulphanilamide 2 showed 
clinical acidosis and as many as 15 cases showed 
lowering of CO, combining power of the blood plasma. 


V. Fever: Hageman and Blake (1937) observ- 
ed that the sulphanilamide fever occurred in as many 
as 15-6 per cent of cases. Clinically, it is character- 
ised by a sudden onset of fever 7 to 10 days after 
the administration of the drug. The severity of the 
fever varies from just a slight pyrexia to high pyrexia. 
The fever continues from 2 to 4 days after stopping 
the drug. 

The first case had a febrile reaction on the 5th 
day. The temperature rose to 101°F. but the fever 
settled down in 2 to 8 days. In the third case there is 
reason to believe that the drug fever was superimposed 
on the infection fever. In such a case it is important 
to distinguish between the chemical fever and the in- 
fection fever. 

VI. Skin Lesions: Skin eruptions of morbili- 
form, urticarial, hemorrhagic and maculopapular 
type with intense itching have been described. Men- 
ville (1937) draws attention to the fact that these 
rashes are most marked over the areas exposed to the 
sun, 

A skin eruption of an erythematous or measly 
type, distributed all over the body, developed in one 
ease on the 10th day of the administration of the drug. 

VII. Nervous Lesions: Mental confusion has 
been described by Paton and Eaton (1937) while 
Whitby (1937) described the occurrence of vestibular 
dysfunction and of spastic paralysis. A case of toxic 
optic neuritis is reported by Bucy (1937). 

VIII. Alimentary Symptoms: Nausea, vomit- 
ing, anorexia and other abdominal symptoms have 
been described by some authors. 


TOXIC EFFECTS OF SULPHANILAMIDES 
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DIscussion 


The amount of drug that can be given safely to 
a patient without causing toxic effects is not possible 
to state at present. According to Domagk the drug 
is relatively non-toxic to experimental animals, 
and a dose of 506 mgms. per Kgm. of body weight 
may be given to mice without any untoward effects. 
For an average man weighing 60 to 70 Kgms. it works 
out as a dose of 30 to 35 gms. i.e., 60 to 70 tablets 
of the drug per day. But what seems to be non- 
toxic to experimental animals may prove to be toxic 
to man. In the present series the first case develop- 
ed toxic effects after the total administration of a small 
dose of 4 gms. spread out over a period of three days. 
While there are other patients who can tolerate much 
larger doses without toxic manifestations. Prolonged 
experience and observation will be necessary to settle 
the point of the dosage. How long should the drug 
be continued? There is evidence to show that the 
drug produces inhibition of the growth of bacteria and 
their phagocytosis, after a period of 6-8 hours after 
the administration of the drug. They further state 
that rarely has one to continue the drug in full doses 
after a period of 48 hours of the treatment by the 
chemicals. At this point i.e. after two days the drug 
may be reduced to 1/3rd or 1/4th and then gradually 
decreased over a period of a week. 

In this connection, the observation of Briton and 
Hawkins (1938) may be of interest. The patients 
were given 0-5 gms. (1 tablet) of the drug three times 
a day for 14 days. Transient toxic effects such as 
headache, dizziness, depression, restlessness, vertigo, 
somnolence, tingling in hands and nausea were observed 
in 70 per cent of the cases. Cyanosis occurred in 18 
per cent. and cutaneous rashes in 26 per cent. of 
cases. Ray, Alam and Ghose (1938), however, have 
recorded that in a series of 100 consecutive cases, 
they have not met with any disagreeable reactions. 
There was not a single instance of toxic manifesta- 
tions, described in this paper. In about 6 per cent. 
of cases, Prontosil tablets may give rise to vomiting 
and anorexia. 

The question of the relative safety of the sulpha- 
nilamide group of drugs put on the market by various 
manufacturers cannot be decided without extensive 
and controlled experiments in human beings. The 
claims of these companies are based on experiments 
on animals. But we know thut these group of drugs 
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are non-toxic to laboratory animals. Hence in report- 
ing the cases the author has no idea to condemn any 
one product, or to praise any other product. 


The idea in reporting a few cases of the toxic 
effects observed following the administration of these 
drugs is not to raise a scare about these drugs. These 
drugs are very useful in diseases caused by hemolytic 
streptococci and their value in these cases is estab- 
lished beyond any shade of doubt. Again, the number 
of deaths occurring due to their toxic effects is an in- 
finitesimal small fraction of the number of cases 
receiving the drugs. But it is better to be cautious 
and watchful before using these drugs indiscriminately 
in other diseases, unless and until their value gets 
established beyond any doubt. Secondly, it is much 
better to watch for any clinical manifestations of known 
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or unknown complications and to suspend the use of 
the drug on detection of any. Thirdly, it is better to 
refrain from the use of sulphates during the adminis- 
tration of the drugs. Fourthly, in patients receiving 
large doses over a prolonged period the blood should 
be watched for production of anemia and for the dis- 
appearance of neutrophil leucocytes, so that the diug 
may be stopped in time. : 

I take this opportunity to thank Dr. Jivraj Meii‘a, 
the Dean of the K. E. M. Hospital, and Dr. P. C. 
Bharucha and Dr. P. T. Patel, my chiefs at the hos )i- 
tal for permitting me to publish these interesti.g 
cases.* 


*Read at a Clinical Meeting of the Bombay Medical 
Association (I. M. A., Bombay Branch) on 3rd November, 
1938. 
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Till now the operations for this condition have 
been planned to reach the sac by an incision along 
the inguinal canal. The sac is reached, separated from 
its surroundings, and tied up as high as possible. In 
the congenital variety, especially in infants, there is 
very great difficulty in separating the very thin hernial 
sac, consisting as it does, almost entirely of a thin 
layer of endothelium, and the ligature, however high 
it may be placed may not obliterate entirely the 
very commencement of the sac. In practice, more or 
less of this funnel-shaped opening is left with a possi- 
bility of future recurrence. Again, the incision over 
the inguinal canal may have the effect of weaken- 
ing it. 

To secure the complete closure of the funnel- 
shaped opening of the hernial sac at its very 
commencement with practically no damage to the 
abdominal wall, and to make secure against all 
possibility of recurrence, I proposed in 1930, while 
I was in the King George Hospital, Vizagapatam, 
a transverse incision one half to three quarters 
of an inch long, half an inch above the internal 
abdominal ring. The incision is deepened till the 
external oblique is reached, which is incised in the 
direction of its fibres. Its margins are held apart 
by forceps, defining thereby the internal oblique 
and the transversalis, which are separated in the 
direction of their fibres. The peritoneum is grasped 
by two artery forceps and opened up between them. 
On lifting the forceps attached to the lower sheaf, the 
funnel-shaped opening of the hernial sac is seen. 
Its margins are grasped by forceps. On lifting up these 
forceps, the entrance to the hernial sac is brought 
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well out of the peritoneal cavity which is well pro- 
tected by gauze packing. To secure the obliteration 
of the hernial sac a swab dipped in carbolic acid is in- 
troduced through this funnel-shaped opening into the 
sac and made to rub its walls and destroy thereby the 
integrity of the layer of endothelium. The excess of 
acid is prevented from getting into the peritoneal 
cavity by the gauze packing and any excess in the 
sac is removed by introducing another swab dipped 
in rectified spirit. The funnel-shaped opening of the 
hernial sac is closed by a purse-string stitch of catgut 
and exteriorised. The peritoneal cavity is closed by 
stitching the lower sheaf of the peritoneum to its up- 
per divided margin. The separated fibres of the inter- 
nal oblique and transversalis are brought together by 
a stitch as also the divided margins of the external 
oblique. The small incision in the skin is also closed. 


No blood vessel of any importance nor any nerve 
is met with in this operation. As it is simple and 
easily performed with no complications, this technique 
is brought before you. 


This operation was shown to Dr. Krishna Rao, 
Professor of Anatomy, Medical College, Vizagapatam, 
when I was performing a few of these operations in the 
King George Hospital, Vizagapatam. He found 
nothing wrong anatomically in the technique employed. 
Since leaving Vizagapatam I lost interest in this. This 
year I have performed a few operations and I have 
brought here a few of the cases I have done in Madura 
for you to see.* 


*Read at the Scientific Section of the XIV All-India 
Medical Conference, Madras, December, 1937. 
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Leucorrheea is a great problem both to the doctor 
and the patient. It is a very common ailment in this 
country. Not only does the discomfort of a vaginal 
discharge worry the patients but they feel as if their 
vitality and sex vigour are being lost. Some of them 
become sexually cold towards their husbands, causing 
a great deal of sexual disharmony. These patients 
go on taking a variety of quack medicines for prolonged 
periods. Even when they reach our doctors they do 
very little for them except douching and plugging. 
But leucorrhea is not a disease, it is only a symptom 
of certain diseases of vagina, vulva, tubes, and the 
ovaries (Sherman) but it may accompany general dis- 
order like ansemia, and fevers. 


The vagina is a very sensitive organ, owing to the 
afferent nerves ending freely in the mucous membrane 
and with its blood and lymph capillaries in the pro- 
pria and submucosa. Unlike the corpus uteri and 
cervix it contains no glands. 


Normally the vagina shows a little whitish lymph 
exudate® containing Deederlein’s lactic acid bacillus and 
the desquamated vaginal epithelial cells (Nurnberger).'7 
These are the cells in autolysis (Gynecological Congress 
of Vienna, 1925). 


But the build of the vagina is such that is is open 
to all types of infections. So it has its own cleaning 
processes (Joachemovics)'" which protect it against 

_ the infections. The protective element lies in the pre- 
sence of Deederlein’s bacilli which are found a week 
after birth in the vagina. There are no processes of 
bacteriophagy (Schulthess and Minakawa)'* and bac- 
teriolysis (d’Herelle)® in this organ but the Deederlein’s 
bacillus give a ferment which converts the glycogen 
of the vaginal mucous membrane into lactic acid and 
keeps the vaginal secretion at pH 0-4 to 44 which 
medium is inimical to most of the pathogenic organ- 
isms. This phenomenon is disturbed normally by 
menstruation or by excessive discharge of the cervix 

(the normal cervical discharge having pH 7-0 to 7:5 ). 
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The health of a woman is proportional to the har- 
mony kept up between the lactic acid bacillus and the 


glycogen content of the vaginal walls. The latter 
again, depends upon the ovarian hormone, estrin. Tlie 
glycogen is found in plenty in intra-uterine life and a 
few weeks later. Then it appears again near puberty, 
and reaches its maximum by sexual maturity, and 
decreases or disappears again near menopause 
(Cruickschank and Sherman).* 

As already mentioned the vagina can be attacked 
by various organisms. According to the organisnis 
found in the vaginal smear Reinheit’s grades (clean|i- 
ness degrees) have been mentioned in the literature. 


I. Normal Deederlein’s bacillus, epithelial cell 
just present. pH 0-4 to 4-4. 

II. With one or two types of organisms and a 
few epithelial cells, leucocytes just present, pH 4-5 io 
5-6. 

III. Lactic acid bacilli with enterococci, 
staphylococci, vibrios, coliform bacilli, leucocytes, 
epithelial cells. pH 5-6 to 6-6. 

IV. Deederlein’s bacillus considerably decreased. 
The slide is full of pus and leucocytes and innumer- 
able organisms including staphylococci, streptococci, 
pneumococci, diphtheroid bacilli and pH reaching 7-4 
in such cases. 

Apart from the above-mentioned organisms 
Plaut-Vincent, diphtheria, anthrax, fungus may be 
present and produce severe symptoms. Cases of 
vaginitis due to the dysentery bacillus have also been 
mentioned in the literature. They are supposed to 
be derived from feces. Oxyuris vermicularis con 
cause this disease. 

In Europe a great many authors’ have busicd 
themselves with the study of trichomonas vaginalis. 
It is a flagellated protozoa usually examined by hang- 
ing drop method. The vaginal discharge is copious, 
yellowish, frothy and produces a severe itch and gives 
rise to swelling of the vulva. It spares neither virgin- 
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Even by bathing in tanks this 
disease may be contracted (Kolsch and Tsulsulopes)'*. 


ity nor cleanliness. 


I have come across two cases of this disease. These 
were Pathan women coming from the suburbs of 
Peshawar. It appears that the vaginitis trichomona- 
lis is a very rare disease in our country. 


Gonorrhea plays a very important role in leuco- 
rrhea. It manifests itself not only in vaginal dis- 
charges but in numerous other complications. As 
it is a subject by itself, no further description need 
be given here. Syphilis and tuberculosis can also 
cause vaginal discharges. 


After the examination of the vagina the cervix 
has got to be considered. Its discharge is homogene- 
ous, copious, white yellowish and full of pus. It 
can be due to gonorrhea, mechanical injuries of birth 
or other traumata. Ulcerations, pseudo-ulcerations 
and prolapse may be next investigated. Polypus can 
at times play an important role. In elderly women 
early cancer may be present. 


Many of the gynecologists attribute leucorrhea 
to chronic endometritis and give this diagnosis very 
freely. Benthin? understands endometritis as a 
disease which heals up spontaneously and recognises 
no chronic endometritis. But it is not a very com- 
mon disease and is rather difficult to diagnose. The 
corporal discharge is never homogeneous. It is whit- 
ish yellow, less copious and free from mucus as the 
uterine glands are tubular. It comes out of the 
uterine cavity in a strean and is best demonstrated 
by injecting pituitrin or by putting the speculum into 
the vagina and lifting it up and down (Lepp)'*. 


The inflammation of the tubes also gives rise 
to discharge. It is more common in cases of hydrops. 
Regional hyperemia may be due to tumours of the 
uterus, displacements and vaginal tears and may 
finally induce leucorrhea. It may occur in young 
factory girls compelled to work in a standing position 
for prolonged hours (Stux Sander)". In cases of 
cligomenorrhea, amenorrhea, dysmenorrhea, 
fantilism, asthenia, obesity, hypothyroidism where the 
ovarian function is disturbed, vaginal discharges are 
complained of. 


In toxemia, pyrexia and other general diseases, 
capillaries of the vagina may become  transudant 
(Jaschke)?® inducing a profuse discharge. 
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The vaginal mucous membrane is very delicate 
and douching at high pressure, use of astringents, 
strong disinfectants, disturb the vaginal flora and may 
give rise to fluora alba. In case of anti-conceptional 
measures (mechanical, condomatous and medicinal) 
not only leucorrhea is caused but severe itch is usual- 
ly complained of. A fair amount of secretion is pro- 
duced before the height of orgasm is reached and cer- 
vical discharge alone is not sufficient to neutralise it. 
The spermatic fluid is required for this purpose. If 
this is not available, the neutralisation remains in- 
complete giving rise to vaginal discharge and pruri- 
tus. 


In modern literature Rosch has tried to describe 
the neurotic type of leucorrhea. It is very common- 
ly met with in case of hysteria and neurosis. Accord- 
ing to his investigations, alkalosis of the blood is said 
to be increased. In such cases Bartholin’s glands 
are very active and the secretion is found in the vulva. 


One of the greatest causes of leucorrhea is 
the dissatisfaction ‘of women during sexual intercourse 
on account of the premature emission of semen due 
to impotentia coendi. This has been described separa- 
tely as it requires the treatment of the males and 
not the females. 


TREATMENT 


The treatment is based on the following prin- 
ciples :— 


(i) Restoration of harmony between the Deceder- 
lein’s bacillus and the vaginal mucous membrane in 
order to keep a constant acidity pH 4-5 (Scipidas 
Elemer). (ii) Proper working of hormones. (iii) Look- 
ing after the general health. (iv) Paying attention to 
hygiene—physical, mental and ethical. (v) Removal 
of mechanical factors, e.g., neoplasms and uterine 
displacements. 


Local Treatment: For the restoration of har- 
mony between the Deederlein’s bacillus and vaginal 
mucous membrane local treatment has got to be 
given. Douches are very popular. As has already 


_ been pointed out, the vaginal mucosa is very delicate 


and it cannot stand the flow of water at high 
pressure. Disinfectants and astringents disturb the 
normal flora of the vagina and consequently disturb 
a protective mechanism. It is my practice, there- 
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fore, to avoid irrigations. It is enough to mop out 
the vagina with swabs soaked in normal saline 
and thus clean it. Douches are only indicated in 
cases of adnexitis to give heat intermally and it is 
best done with Hasse’s bulbs. 


Rosch’® has advocated the Lindemann theory of 
using boric acid in the vagina. He uses it in the 
form of tablets. with very good results. In my hands, 
this method of treatment in 100 cases produced 
results which could only be described as disastrous. 


The powder treatment is useless. Dextrose’ is 
the only substance which can do some good by help- 
ing the carbohydrate metabolism. Some paint the 
mucous membrane of the vagina with insulin’? for 
the same purpose. 


There are many preparations in the market, but 
these’ are usually of little value. But ‘‘Devegan’’ 
(Bayer) is a great help to the gynecologists. It con- 
tuins 4 oxy-3 acetylaminopheny! arsenic acid and glu- 
cose (Radekurt) the former is a protoplasmic poison 
but the latter is a help to the carbohydrate metabo- 
lism. It is a specific for trichomonas vaginalis. In 
other types of leucorrheea it should be used with great 
caution as it sometimes produces itching. 


Ointments are prescribed sometimes, but it is 
firstly necessary for internal use and secondly we 
cannot get them on the right place. 


-..' Plugs of ichthyol belladonna glycerine are very 
commonly used.: But the greater part of the medicine 
remains in the cotton swab and very little is absorbed 
by the system. It does good only in cases of salpingi- 
tis by relieving pain. The vaginoids of. glycerine 
and gelatine or. gelatine and: other medicines are abso- 
lutely :useless. Although the melting point of gela- 


tine is lowered by the absorption of the vaginal fluid, - 


it does not allow the medicines to be absorbed by the 
system and the vaginoid remains uselessly lying in 
the vaginal cavity (Bohnen)’. 


- The old folk medicine of urine is highly recom- 
mended by ‘the illiteracy but it is rather unhygienic 
to use. So I applied urea in the treatment of 200 
cases. Except 5 cases they all got rid of leucorrhea. 
Lately it has also been advocated by Bohnen. In 
cases of cervical erosions and pseudoerosions, I 
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cauterise the area with carbolic acid; a subsequent 
application of urea in the form of powder or as a 10 
per cent glycerine paint may yield very good results. 
Urea helps the granulation to come off quicker. It 
has a light bacteriolytic action and is a rapid cleans- 
ing agent and there is no danger of over dosage. 
Whilst using this medicine, 1 do not douche first but 
as already mentioned I wipe off the vaginal walls with 
a swab soaked in normal saline. During the Great 
War, Holder and Mackey® applied urea on infected 
wounds and later Baer! in osteomyelitis with great 
success. Messrs. Schmidt & Co. of Nuremberg have 
introduced vaginal havellets of urea in the market. 
‘they are easy to use and give good results. 


In cases of cervicitis diathermy is advocated 
intra-vaginally. For chronic endometritis I suggest 
cautery with carbolic acid and later daily intra-uterine 
injection of 10% solution of urea for ten days. The 
disease is likely to disappear absolutely. 


In addition to local treatment, medicinal treat- 
ment may be very important as in cases of diphther- 
ia, and Plaut-Vincent vaginitis. For ordinary in- 
flammation of the genital organ, 10 ¢.c. of blood 1s 
well indicated as daily injections. 


~Geiger® compared non-specific fluor alba with exu- 
dative diathesis and Winter”? with seborrheic symp- 
tom complex. They have recommended a treatment 
on general lines for administration of vitamin A, C and 
D, iron, arsenic and calcium. Even the ultra-violet 
rays were added. I quite agree with them that it 
helps temporarily and the local treatment has got 
to be added. So I usually prescribe iron with nux 
vomica and extract cascara and senne. The latter 
two help in removing constipation by cleaning the 
large intestines. Women are by nature more in- 
clined towards constipation and they rather are ane- 
mic in India. They require careful diet and more 
active habits. 


In case of infantilism, oligomenorrhea, amen- 
orrheea, and dysmenorrhea, progynon B and anterior 
pituitrin hormone are injected biweekly. The increase 
of hormones stimulates the carbohydrate metabolism 
in the vagina and thus augment the natural pro- 
cess. 


Careful attention must be paid to vaginal cleanli- 
ness. Feces in the vagina has been mentioned in 
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the literature.  Vaginitis dysenterica can take its 
origin from the anus only. 

The patients of fluor alba may need psycho- 
therapy and the idea of sexual frigidity should be era- 
dicated. They must be given to understand that 
leucorrhea has nothing to do with sex vigour or 
vitality and it is a symptom only and no disease. 
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It is very essential that the unnatural methods 
of sexual intercourse should be abandoned. These 
methods may save a few from giving birth to un- 
wanted children. but the females become nervous 
wrecks. They get such psychological complexes that 
it becomes difficult to treat. In cases of new growths 
operative treatment is indicated. 
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LORD BRABOURNE 


The tragic death of Lord Brabourne came as a shock to the 
people of Bengal. The shock was all the greater, because up to 
the last it was unexpected. In his death, Bengal has lost a 
sympathetic Governor and a great friend of the province. 


The tributes paid in his memory by leaders throughout the 
country bear eloquent testimony to the greatness of his character 
and personality. i 


Rev. C. F. Andrews has rightly said, ‘‘ What everyone 
felt, who saw him in work, was the singleness of his purpose, 
for his one desire as Governor was to give his whole heart to 
the duties he had to perform, so that they might result in 
justice, reconcilement and peace.’’ 


India mourns the passing away of a true gentleman and a 
noble representative of the English people. 


We tender our deepest sympathy to the Lady Brabourne in 
her great bereavement. 
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NATIONAL HEALTH INSURANCE 


National Health Insurance must come to India. 
And the sooner it comes the better, because there is 
great need for a social measure of this type in a poor 
country like India. As our readers will be aware, the 
last All-India Medical Conference passed a resolution 
advocating the introduction of a National Health In- 
surance scheme and for some time past the Indian 
Medical Association has had a sub-committee to con- 
sider the subject. The lay press has published some 
articles which deserve consideration. 


We have to consider any such proposals from the 
point of view of the medical profession. Certainly 
we do not wish to emulate our British confreres who, 
when National Health Insurance was first introduced 
in England, opposed it very strongly. The experience 
of Great Britain and other countries since that time is 
everwhelmingly indicative of the benefits to be derived 
by the country as a whole and the medical profession 
in particular. In this country we have acute un- 
employment and under employment of medical men 
and a National Health Insurance scheme would 
certainly ease the situation to a great measure, if not 
completely. 


First, however, it must be ensured that each 
individual doctor under the scheme is offered an oppor- 
tunity of adequate livelihood. What constitutes an 
adequate remuneration, will differ from person to 
person but it is an average that we must seek, leaving 
those of special ability and genius to go as high as 
they can in earning an income. But the question 
then arises, whether the population for whom the 
scheme is intended would be able to afford the re- 
quired contributions. An article in the Amrita Bazar 
Patrika suggested that a rate as low as one or two 
annas would be sufficient to provide an income of 
Rs. 150/- a month for a doctor with 800 patients on 
his panel. We are not prepared to say that Rs. 150/- 
is an adequate figure if competent medical men are 
required and we think also that the rate of contribu- 
tion suggested is optimistically low, but this does 
suggest that a National Health Insurance scheme is 
not outside the bounds of practicability in India, 
provided that at the start we are not too ambitious, 
confining ourselves to the provision of general medical 
aid and inexpensive (though good) medicines. To the 
above figure would be added the contribution of the 
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employers which may be at the same rate, and 
together the two contributions, of the insured person 
and employer should be adequate for the payment of 
a doctor and provision of medicines. If the English 
system is followed, the administration charges should 
be borne by Government and that without difficulty. 


These are the economics of the situation which 
have to be worked out with actuarial exactness. We 
would suggest that the Government, whether central 
or provincial, is in ¢he best position to do this and as 
the scheme promises to be almost self-supporting, 
we see no reason why matters should not be expedited. 


Whether or not the maximum number of panel 
patients per doctor is fixed, there is a number above 
which it is humanly impossible for a doctor to deal 
with adequately. The maximum specified in England 
is 2500. In India, owing to distances and difficulties 
in transport, a lesser figure would appear to be indi- 
cated but it is a matter for each doctor to decide for 
himself. Indeed, the patients would decide it for 
him, as those who found that they did not get suffi- 
cient attention would naturally gravitate towards 
others who have more time. 


As to what section of the population should be 
brought within the scheme, it can be taken that all 
would agree to its extension, and compulsory exten- 
sion, to the poorer classes and the exclusion of the 
well-to-do. Exactly where to draw the line is diffi- 
cult to say perhaps at an income of Rs. 100 or 150 or 
200, but it is sufficient to point out here that from 
the medical practitioner’s point of view it is not to 
his advantage to encourage the inclusion of those who 
are better off economically as this would entrench 
upon the field of private practice. It is, therefore, not 
to the benefit of doctors to place the income limit too 
high but at the same time it must not be placed too 
low. This is an important point and one which needs 
much thought. 


The British and French schemes are based on 
the principles of private practice. From all points of 
view this will be conceded as good and as something 
which Indian medical men should accept unreserved- 
ly. As far as professional conduct goes Indian 
medical men should also insist on being their own 
judges whether in panel or private practice, as is the 
case in England. While on the one hand there must 
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be supervision to see that panel doctors do their 
duties efficiently, there must, on the other hand, be 
provisions to protect them from victimisation by 
patients. If a patient is allowed to choose his doctor, 
a doctor should also be allowed to choose his patients, 
and this indeed is the practice in England. 


We think we have said enough to show the lines 
on which the interests of the profession should be 
protected in a National Health Insurance scheme. 
This does not mean, however, that the medical pro- 
fession in India will not be enthusiastically in support 
of such a scheme. While we may indicate our views 
and the general lines on which the scheme may be 
worked, the actual details need to be worked out by 
the governments concerned. It is a measure offering 


vast benefits, and the public need for it is probably — 


of a more pressing nature even than the provision of 
Free Primary Education. Moreover, it would be of 
no little benefit to the medical profession itself. For 
all these reasons we would welcome the early intro- 
duction of a National Health Insurance scheme either 
provincially, or as an All-India measure. 


COUNTER-SIGNATURE OF MEDICAL CERTIFICATES 


We publish elsewhere in this issue a notification 
issued by the Inspector General of Civil Hospitals, 
Punjab, on the question of counter-signature of certi- 
ficates granted by registered medical practitioners. 
This vexed question of counter-signature has been 
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strongly resented by registered medical practitioners 
all over the country and the Indian Medical Associa- 
tion has protested on all possible occasions against 
this undignified practice. In this they had also the 
support of several Provincial Medical Councils. but 
in spite of all these protests, the practice was still 
allowed to continue. It is, therefore, some relief to 
find the Punjab Government has seen the injustice 
oi the thing and has taken steps to remedy it to some 
extent. Although the notification makes it clear that 
sick leave will not be granted in every case on ‘he 
strength of the certificates issued by registered prac- 
titioners, it has, on the whole, done away with ‘he 
practice of requiring a counter-signature in every case. 
Powers have, however, been reserved to the Civil 
Surgeon to ask an applicant for leave to appear before 
him, or before a medical officer nominated by hin, 
for the purpose of a second examination. Although 
the notification doés not go far as was urged by the 
medical profession, it is at any rate some concession 
to a very just and insistant popular opinion. While 
we hope the Punjab Government will be more rvs- 
ponsive to public opinion in this matter, we earnes' ly 
request the other Provincial Governments and speci:l- 
ly those run by the Congress, to. take note of the ex- 
ample of the Punjab and do all that is needful in 
this respect to meet the just wishes of medical practi- 
tioners in particular and of the people in Government 
service in general. 
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CASE NOTES 


A CASE OF RETRO-PERITONEAL HYDATID CYST 


T. 8. SHASTRY, Lievt.-Cot., 1.m.s., 
District Medical Officer, Tinnevelly District. 


Vallinayagam Pillai, age 43, by occupation ryot 
and a resident of Tenkasa was admitted on 29-6-38 for 
retention of urine since 28-6-33. Bladder was distend- 
ed up to the navel. He had been to Tenkasi Hospital 
where he could not be catheterized and hence was ad- 
vised to come to the Headquarters Hospital, Palam 
cottah. 


Three years ago he got retention of urine and he 
had to be catheterized for nearly 20 days. 


Four years ago he was having girdle sensation 
round the waist, and went to Neyyur Hospital, where 
he stayed for a week. Skiagram was taken which did 
not reveal anything particular. The girdle sensation 
of pain lasted for one year. Since then he had no 
{rouble in passing urine or stool. He could only stand 
or lie down. He could not sit or bend. He had no 
fever. He had this complaint for one year. After 
the illness three years ago he was not having any urin- 
ary trouble except that he was having burning sensa- 
tion while passing urine. 

Condition on admission:—Bladder distended. 
There is rise of temperature to 103°F. Tongue coated 
and dry. Noappetite. Liver and spleen not palpable. 
Heart sounds weak. Blood pressure 80/60. Pulse 
rapid, 120 per minute. Knee jerks slightly exaggerat- 
ed. Babinski’s sign flexor, no ankle clonus. 


29th June, 1938. Suprapubic cystotomy was 
done. Self-retaining catheter was tied up. Bladder 
capacity very small. A rubber catheter also was tied 
in per meatus. Spinal analgesia failed. No C. 8. F. 
but blood was tapped. 

Rectal examination revealed a thick hard solid 
tumour either inside it or behind the bladder. 
Is it prostatic growth? Some blood stained urine was 
let out in a gush. Cavity of the bladder not so big 
as it was first thought. The bladder seems to be 
pushed forward by a solid tumour from behind. 


— 31 — 


2nd July, 1938. Urine is draining through self- 
retaining catheter. Temperature has come down to 
normal. Washing with acriflavine lotion 1 in 6000. 


5th July, 1938. The catheter was removed, and 
a self-retaining catheter was retained. Washing with 
lotion was continued. 

10th July, 1938. The catheter was removed and 
replaced by a smaller one, wash'ng was con‘inued. 
He was passing a good quantity of urine daily, 64 to 
80 oz. An X-ray picture was taken. A_ pelvic 
tumour was seen but its relations could not be made 
out. 

14th July, 1938. Rubber catheter was passed 
through normal passage and the bladder was washed. 
Self-retaining catheter was removed altogether. The 
wound is rapidly healing and closing. 


20th July, 1938. The wound is healing. He is 
passing urine himself by the natural passage. (22 
days after the suprapubic cystotomy). 

Every time he was passing urine, he was asked 
to close the abdominal wound by approximation with 
both hands. 

27th July, 1938. The wound is almost healed up. 
He is passing urine 7 or 8 times a day. 


29th July, 1938. He is having rigor with chill. 
Temperature 103°F. Blood was negative for malaria. 
He is also having diarrhea. 

30th July, 1938. Stool was examined. There are 
hydatid like cysts in the stool— small ones, big ones, 
ruptured and unruptured. 

He was having rise of temperature with chill, 
temperature 102°F. He was having diarrhea until 
5th of August 1938. There were cysts in the stools 
for four days. Temperature gradually subsided also. 
The mass in the lower abdomen almost subsided, and 
could not be felt any longer. 


31st July, 1938. Blood Count—Hemoglobin 
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3,800 per c.mm., Polymorphs 71 per cent., Large 
Mononuclears 12 per cent., §. Lymphocytes 15 per 
cent., Eosinophiles 2 per cent. 


General condition—He is very much run down in 
health at present. He is passing urine freely. 
are no cysts in stools. 

He is a vegetarian. He has never tasted non- 
vegetarian food. His usual diet is rice cakes in the 
morning, boiled rice, vegetable, ghee, and butter-milk. 
sago congee, milk at night. 


CASE NOTES 


There 


A CASE OF TUBERCULAR SALPINGO-OOPHORITIS DISCOVERED INCIDENTAL TO AN OPERATION 


B. L. KAPUR AND K. N. KAUL 
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He has no dog in his house. 


25th August, 1938. Discharged cured. 


Pathological Report—Scolices or hooklets of 
hydatid cysts. 


Remarks—Hydatid cysts are very rare in these 
parts. Thefe is a retroperitoneal cyst behind the 
bladder which burst into the rectum. The infection 
must have been when he bathed in his village tank 
or irrigation channel and drank water therefrom. 


Lahore Maternity Hospital, Lahore. 


K. B., Hindu female, aged about 23 years was 
admitted in our hospital on 28-6-38 with the following 
complaints : 


1. Secondary sterility—duration 7 years. 

2. Irregular scanty menses—duration 6 years. 
3. Pain in lower abdomen—duration 1 year. 
4. Backache 6 months. 


Patient started menstruating about 9 years back 
somewhere between 13th and 14th year. 


The periods used to be regular and painless, com- 
ing after 28 days’ interval and lasting about 4 days. 
About seven years back she had a baby delivered at 
home, the puerperium being quite normal. After this 
baby was born the menses stopped temporarily and be- 
gan again after about a year. The periods have since 
been accompanied by pain, have been scanty lasting 
_ 2-3 days coming on irregularily after an interval vary- 
ing from one to three months. During the last year, 
the pain which previously used to repeat itself only 
during the periods was more or less constant and 
present even between the periods. About 6 months 
previous to her admission in the hospital, she started 
with backache, which seemed to be getting worse day 
by day and in fact, this was the main cause of her 
seeking admission in the hospital. Though living a 
regular married life she has had no baby during the 
last six years, i.e., she was pergnant only once and 


that before any of the above complaints made their 
appearance. 


She had a good appetite with no complaint of ever 
having felt fatigued. There was no history of any of 
the near relations having suffered from tuberculosis. 


The patient had a healthy look and a well-develop- 
ed body with no signs whatsoever of any chronic tox- 
mia. The conjunctive showed no signs of angmia. 
The teeth, gums and tonsils were healthy, so were tlie 
accessory nasal sinuses. The lungs showed no signs 
of any disease and the examination of the heart reveal- 
ed nothing abnormal. No tubercular or otherwise en- 
larged glands could be detected in the neck, axilla, 
groin or abdomen. The temperature ranged between 
98 to 98-5 degrees, whereas the pulse varied from 76 to 
86 beats per minute at the time of admission. Urine 
and blood examination revealed nothing of special 
interest. 


Local examination revealed nothing abnormal with 
the external genitals. The vagina and the cervix were 
normal in appearance. There was no excessive cervi- 
cal discharge. The uterus was about 7 cm. long in 
a second degree retroversion and was not fully 
movable. Besides, the retroverted uterus was slightly 
tender (more marked to the right than to the left) and 
a slight thickening was palpable in the right tubal re- 
gion. The right ovary was slightly enlarged and was 
tender on touch. No other signs of inflammation were 
present. The patency of the tubes was not tested. 
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As the history and the above-mentioned findings 
(including the slight tenderness at the back of the 
uterus) could be accounted for by the presence of a 
retroverted uterus (though the suspicion of a right- 
sided salpingitis was not absolutely ruled out) it was 
decided to do a laparatomy. 


OPERATION 

Local anesthesia with novocain solution. 
Incision was made in the middle line. After opening 
the abdomen the uterus and the tubes were made 
visible. The uterus was retroverted and was normal 
in appearance. But to our greatest surprise the right 
tube and ovary were found to have miliary tubercles 
studded all over the surface, the tube being thickened 
and the ovary enlarged to the size of a golf ball. The 
left tube though not so much thickened had a few 
miliary tubercles on its distal half and the left ovary 
too was involved though not to the extent as the 
right one. Both the tubes and the right ovary were 
resected. Further ventral fixation of the uterus was 
done and the abdominal cavity closed. 


The day after the operation the patient had a slight 
rise of temperature, but otherwise the recovery was 
uneventful and she was discharged as cured 12 days 
after the operation. 

Microscopical examination of the specimens re- 
moved all doubts of the malady being anything other 
than tuberculosis. 
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The above-mentioned case is reported only to make 
it clear that tubercular disease of the female genitals 
is not really very easy to diagnose, and that it is a very 
rare disease in our country, detected only as an oeea- 
sional chance finding durmg a laparotomy, as will be 
realized by the statement that it is atter full five 
years that we again came across a case of exclusive 
genital tuberculosis in spite of a fair number of our 
laparotomies for Gilliams myomectomies and hysterec- 
tomies, etc. During these five years we even opened 
up two cases of otherwise extensive abdominal tuber- 
culosis (one admitted for her complaint of sterility and 
the other for amenorhea) but strange to say that the 
tubes, ovaries and uterus in both these cases were 
spared by the extensive disease. This goes to support 
the fact that out of all the inflammatory affections of 
the female genitals the ordinary pyogenic infections 
play the most important role, next come the gono- 
coccal cases and last and not the least the tubercular 
infection. In this connection it will be interesting to 
note that the only one similar case we could find in the 
literature was that reported by R. Arthur Hunt, 
(Tuberculous Salpingitis discovered incidental to Sal- 
pingostomy, Amer. J. Obstetric, 28, 277-278, 1934). 


Our thanks are due to R. B. Dr. Jiwan Lal, and 
Dr. Vishwa Nath for the histological examination of 
the pathological specimen. 
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CURRENT MEDICAL LITERATURE 


MEDICINE 


THe TREATMENT OF CARDIAC IRREGULARITIES 


Fahr (Journal of American Medical Association, 
December 17, 1938, page 2268) writes that in auricular 
fibrillation associated with valvular disease and disease 
of the myocardium digitalis in sufficient amounts 
will reduce the ventricular rate to the optimum and 
in reducing the ventricular rate the number of pre- 
mature and abortive contractions becomes very small. 
One cat unit (0-65 ¢.c. of tincture or 0-65 gm. or 1 
grain of U. S. P. powdered leaf) to each 10 pounds of 
bodyweight when anchored in the body gives very 
nearly the optimum effect in reducing the ventricular 
rate. Some will require more while others less, 
specially those with a apical rate of less than 110 p.m. 
Digitalization should not be very rapid, the satis- 
factory period being on the average of 3 to 4 days. 
60 should be the lower limit of the pulse rate at rest 
and the lowering of the rate below will not increase 
but rather decrease the efliciency of the heart. Tox- 
is symptoms are nausea, vomiting, diarrhea, extra- 
systoles and coupled beats and on appearance of 
these the drug should be withheld. 1n auricular 
fibrillation unassociated with any discoverable organic 
heart disease which event usually follows great excite- 
ment or emotion, physical exertion, infection and the 
use of certain drugs and chemicals, quinidin restores 
the normal rhythm. Quinidin is toxic tor heart 
muscles and must be given in a thoroughly digitalised 
heart and the ventricular rate should at least remain 
at about 70 for a fortnight before quinidin is started. 
Dangers of quinidin are often overrated. They con- 
sist of syncope, asystole, embolism and convulsions; 
these are rare but more common munifestations of 
sensitivity to quinidin are epigastric pain, nausea, 
vomiting, diarrhea, ringing in the ears, palpitation 
and when these are present lowering of the dose or 
stopping of the drug altogether is necessary. The 
author recommends quinidin in all cases of mitral 
stenosis with fibrillation in which the total trans- 
verse diameter of the heart is not enlarged more than 
20% and when the abnormal rhythm has not been 
present for more than 6 months. Digitalis is neces- 


sary before and during the course of treatment with 
quinidin. The average case will continue with regular 
rhythm on 9 grains of quinidin a day and this should 
be continued as long as possible. 


In auricular fiutter the auricle beats at the rate 
of 260—320 p.m. aud there is 2 to 1 block which 
makes the ventricular rate 130—160 p.m. In soime 
cases there is no biock and the result is that the 
ventricular rate is 260—320 p.m. In latter cases only 
digitalis should be given intravenously otherwise oral 
use will be quite ettective. In 90% of the cases the 
auricular flutter will change to fibrillation if the state 
of digitalisation is kept up for a week or two. Digi- 
talis is stopped and in 6U% of the cases that have 
gone on to fibrillation normal rhythm returns. 
Quinidin is given in those cases which tail to develop 
fibrillation atter digitalization and in those in which 
fibrillation is not toilowed by normal rhythm after the 
removal of digitalis. The same precautions are taken 
as before when quinidin is being used. Sturr finds 
good results by subcutaneous injection of 30 to 5U 
mgs. of acetyl-g-methylcholine in cases of fiutter. 


Extrasystoles unless occurring more frequently 
than 12 a minute does not affect the eflicacy of the 
heart. When not associated with organic heart 
disease, they are usually found in nervous, worried 
and apprehensive persons probably with some 
stomach trouble. Treatment consists of reassurance 
of the patient, change of environment, and sedatives. 
When they fail quinidine either alone or in combina- 
tion with strychnine will be helptul—3 grains three 
or four times a day. Quinidin is also helpful in 
extrasystoles, associated with coronary thrombosis 
and hypertension or coronary arteriosclerosis; digi- 
talis should never be used in these conditions. 


Paroxysmal tachycardia if infrequent should 
require no treatment. Ice bag on the precordium, 
pressure on the carotid sinus first on the right and 
then on the left at the level of the thyroid cartilage, 
pressure on the eye balls, attempts to cause vomiting 
are some of the many methods that are usually 
employed. When these attacks become frequent 
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adequate treatment becomes necessary. Acetyl-£- 
methylcholine, a great vagus stimulator will be helpful 
in paroxysmal tachycardia of auricular or junctional 
origin but it should not be used in patients with 
asthma. 20 mgs. in younger patients and 30 mgs. in 
older ones freshly prepared should be injected sub- 
cutaneously. Digitalis intravenously will also stop 
the attack. In ventricular form of paroxysmal 
tachycardia digitalis should not be used. Quinidin 
is helpful. 3 grains are given and repeated after an 
hour and if no effect is produced 6 grains more are 
given again when the attack will stop. 


In heartblock the treatment is the least satis- 
factory. In partial block atropine in gr. 1/100 doses 
is useful. In total block digitalis may be used to 
increase the mechanical efficiency of the heart 
muscle. When attacks of asystole with syncope 
occur, from 5 to 10 minims of epinephrine sub- 
cutaneously will prevent the attack for one to two 
hours. Jf asystole lasts for 30 to 60 seconds, 
38 to 5 minims of epinephrine should be injected 
intracardially in the 4th left interspace just lateral 
to the sternal border. Ephedrine in } grain doses 
given four to six times a day will help patients 
having daily attacks of Stokes-Adams syndrome. 
Electrocardiogram should be taken and if the Stokes- 
Adams syndrome be due to runs of ventricular fibrilla- 
tion or of frustrate extrasystole quinidin rather than 
epinephrine will be useful. 


Ture Four-Leap ELEctRo-CARDIOGRAM IN ANGINA 
Or EFrrort 


Bourne and Evans (Lancet, December 10, 1938, 
page 1354) in reporting on the electrocardiographic 
study of 80 cases of angina of effort observe that in 
17% of the cases there are present changes in the 
lead IV suggesting myocardial disease. This result 
confirms the value of lead IV as a means of obtaining 
information which cannot- be had from the use of 
leads I, IT and III in the diagnosis of myocardial 
disease associated with angina of effort. The authors 
note that lead IV is not only helpful in diagnosing 
abnormality but helps to confirm or emphasise minor 
changes present in other leads. They further note 
that in one-third of the cases lead IV did not reveal 
any abnormality. 
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SULPHANILAMIDE In THE TREATMENT OF 106 PaTIENTS 
Wiru Menincococcic INFECTIONS 


Waghelstein (Journal of American Medical 
Association, December 10, 1938, page 2172) in 
reporting on the results obtained in treating one 
hundred and six cases of meningococcal meningitis 
with sulphanilamide observes that the fatality rate is 
18% though in the adequately treated group is was 
12% when sulphanilamide alone was used (i.e., in 
72 cases) and that when the combined treatment (the 
serum and sulphanilamide) was resorted to the 
mortality rate in the adequately treated group (i.e., 
in 84 cases) was 13%. The number of lumbar 
punctures done has been markedly reduced. The 
spinal fluid cultures were more consistently sterile 
after 12 to 24 hours of treatment in those cases in 
which sulphanilamide was given every four hours 
orally or by nasal catheter rather than when given 
every 12 hours by hypodermocolysis. 


TREATMENT Or RHEUMATOID ARTHRITIS Witn A 
New 


Hartfall and others ( Lancet, December 17, 1938, 
page 1410) in reporting on the results of treatment 
of 50 cases of rheumatoid arthritis with a new gold 
salt, namely, Parmanil (methyl glucamide of auro- 
thio-diglycolic acid with total gold of 50%. Bayer) 
write that it is one of the least toxic of the gold salts 
and its curative powers are probably superior to other 
preparations. The drug is given by intramuscular 
injection once a weak in doses of 0-5 c.c. (0-025 gm.) 
of a 5% oily suspension with gradual increase up to 
2c.c. (0-1 gm.). A course of treatment consists of 12 
injections, the average amount per case being 12 c.c. 
Nineteen persons received two courses of treatment 
and the remaining thirty-one had one. The result 
is as follows:—Cure in 4%, marked improvement in 
84%, moderate improvement in 6%, slight improve- 
ment in 2% and no improvement in 4% of the cases. 
Toxic reactions were noted only in 25% of the cases. 


Toxtc Hepatitis Dur To SuLPHANILAMIDE 


Sarvin (Journal of American Medical Associa- 
tion, December 17, 1938, page 2283) reports four 
cases of toxic hepatitis due to sulphanilamide treat- 
ment, three of them showing exfoliative dermatitis 
and one ending fatally. One case had simultaneous- 
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given to the patient except sulphanilamide. 


THe Use Or Potassium Satts In Hay Fever 


Bloom (Journal of American Medical Associa- 
tion, December 17, 1938, page 2281 ) in reporting on 
the study of 29 cases of hay fever treated with 
potassium salts writes that allergy is predominantly 
a disturbance of electrolyte metabolism associated 
with some endocrine (adrenal) dysfunction and that 
striking benefit is obtained with potassium salis 
(5 grs: of potassium chloride thrice daily after food 
and well-diluted with water) in hay fever. The drug 
is also useful in urticaria, eczema, nasal polyposis, 
chronic allergic sinusitis and migraine but is 1- 
effective in chronic asthma where the use of potas- 
sium iodide with’ salt-poor diet seems helpful but not 
certain. 


Vitamin B, In Tue Treatment Or Pam OF 
Nervous ORIGIN 


Coste and Metzger ( Presse Medicale, September 
28, 1938, page 1433, Ref. British Medical Journal, 
December, 1938) write that they have been using 
injections of vitamin B, in the treatment of pain 
with great success. They give a short account of 
eighteen cases of lumbago, sciatica, cervicobrachial 
neuralgia, scapulohumeral periarthritis, arthritis of the 
hip, post-herpetic neuralgia. Most cases are cured or 
relieved, at times far more rapidly than can be 
accounted for by the usual mechanism as seen, for 
instance in beri-beri or in alcoholic neuritis. 


TREATMENT OF PERSISTENT HiccoucH WITH 
BENZEDRINE SULPHATE 


Shaine ( American Journal of Medical Science, 
November, 1938, page 715) reports very excellent 
results obtained by oral use of benzedrine sulphate 
in two cases of persistent hiccough. The drug is 
used in 10 mg. doses and is to be repeated when 
necessary. The author maintains that the beneficial 
effect of benzedrine sulphate is due to its specific anti- 
spasmodic action on the gastro-intestinal tract. 
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ly developed jaundice and ascites but recovered. In 
these cases reported there was no other treatment 
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SURGERY 


CHEMOTHERAPY In AcuTE SuraicaL InFecTIons Wit 
Prontosiz AND ALLIED DruGs 


- Ray, Alam and Ghose ( Indian Medical Gazette, 
Vol. LXXIII, No. 11, November, 1938, page 649) 
describe in this paper the experience gained in 100 
consecutive cases of acute surgical infections treated 
with ‘prontosil’ and allied drugs. Their findings are 
summarised as follows :— 


1. Prontosil and allied preparations have definite 
autistreptococcal action and are therefore indicated in 
all cases where the Streptococcus hemolyticus is 
implicated. 

2. In erysipelas and streptococcal septicemia 
‘prontosil’ red may be regarded as a specific. Anti- 
streptococcal serum is therefore not required in these 
conditions. 

3. In our experience, prontosil red preparations 
appear to be of greater efficacy than prontosil album 
and allied sulphanilamide preparations. 


4. In acute funiculitis and epididymo-orchitis 
of filarial origin, a dramatic result is usually achieved, 
even in those cases where no secondary bacterial 
infection could be discovered. 


5. In acute urinary infections, gonococcal ure- 
thritis and acute staphylococcal infections the drug 
has proved to be of great value. 


6. In our experience, treatment by intra-mus- 
cular injections is best combined with oral adminis- 
tration of prontosil red tablets. In about 6 per cent. 
of cases, the latter may give rise to vomiting or 
anorexia when it may be replaced by prontosil album 
tablets. 


There are no absolute contra-indications to the 
use of these preparations, but the following drugs 
must be avoided during ‘prontosil’ therapy :—anthra- 
cene and saline purgatives, sulphur-containing pre- 
parations and commoner aniline derivatives like 
phenacetin, acetanilide, phenazone, amidopyrine and 
sulphonal. 

8. In a series of 70 consecutive cases, excluding 
six late cases of sinus thrombosis and septic broncho- 
pneumonia complicating facial cellulitis, the rate of 
mortality was 4-7 per cent. 

9. In a subsequent series of 30 consecutive 
cases, the rate of mortality was nil.. In case of ery- 
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sipelas the highest average temperature was 102-2 F. 
which was brought down to normal in 2-4 days. In 
facial cellulitis, the normal was touched on the fourth 
day. In two cases of gas gangrene, the result was un- 
expectedly gratifying. In this group of cases, intra- 
muscular injection of prontosil soluble was combined 
with oral administration of the drug. 

10. This drug may be regarded as a powerful 
adjuvant to timely surgical interference, if this is 
recessary. As a pre-operative measure in cases of 
utmost gravity, ‘prontosil’ can hardly be surpassed. 


ScraticaA ANp Its TREATMENT 


Harris (British Medical Journal, December, 17, 
1938, page 1247) recommends a line of treatment, 
which has been successful in his hands. Briefly, the 
treatment of an acute severe sciatica should be com- 
plete rest in bed, with local anodyne liniments and 
cataplasma kaolini, and sometimes local heat by infra- 
red rays. Analgesic drugs must be given, such as 
aspirin, prenacetin, and caffeine tablets, with or with- 
out codeine or opium, and even morphine or heroin 
injections may be required for a few days. Sleep may 
be obtained by the use of 7} grains of medinal with 
two veganin tablets. Massage must never be used in 
the acute stage. Later in the more chronic stage 
massage may help, and galvanism, diathermy, or 
local heat should be tried. If these fail, massive 
injection of the nerve or epidural injection by novo- 
cain and saline, and extension by weights attached to 
anklets, with counter-extension at the axilla, should 
be tried. If these give only temporary relief, it may 
be advisable to fix a plaster from the axille to the 
trochanters so that the patient may be able to get 
about and attend to a certain amount of business. 


Tue Septic Hanp 


Wilkie ( British Medical Journal, December 3, 
1938, page 1127) writes that acute infections of the 
hand should be treated conservatively except in infec- 
tions of certain areas, e.g., of finger pulp and tendon 
sheaths where anatomical considerations make’ early 
operation imperative. Conservative measures consist 
of (a) lymph and venous stasis (Bier’s method), (b) 
chemotherapy by sulphanilamide group of drugs and 
(c) passive immunity by antitoxic serum. The author 
lays great stress on the fact that the effective use of 
Bier’s elastic bandage which is applied direct on the 
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skin of the upper arm veins and lymphatics without 
producing any blueness or duskiness, causes a mild 
lymph stasis in the limb. The band is left on conti- 
nuously for 24 hours. The secret of application is 
abolition of pain. The author further stresses that as 
soon as the florid spreading stage is over and the early 
dangers are past, active movements and exercise of the 
limbs should be begun to ensure full return of func- 
tion. He concludes by saying that ‘‘ our responsibility 
of treatment does not end until maximum usefulness 

has been restored.’ 


Tue Use Or Drugs In Surcery 


Puestow (Surgery, Gynecology and Obstetrics, 
January, 1939, page 121, Editorial ) observes that with 
proper understanding of the action of the various 
drugs employed, we can use them more judiciously 
and should be able to offer our patients a more com- 
fortable convalescence. He deals specially with drugs 
used in post-operative disturbances of intestinal 
motility. Opiates increase small bowel peristalsis and 
inhibit the motility of colon; atropine inhibits motility 
of both small and large bowels; derivatives of pituitary 
gland inhibit small bowel peristalsis and increase colon 
motility; eserine, prostigmine, mecholyl, acetyl-cholin, 
each increases small bowel contractions but inhibits 
colon motility. Morphine and opiates are used to 
allay pain—their draw-backs are (1) constipation and 
accumulation in the right colon with concomitant pro- 
duction of gas and distension which can be relieved by 
enemata and pituitrin, (2) nausea due to marked small 
bowel contraction with reverse peristalsis which can 
be obviated by atropine. In gastric and small bowel 
surgery if there is atony due to manipulation—opiates, 
prostigmine and other stimulant drugs may be used. 
They may be useful also in ileus but they have inhibit- 
ing action on the colon producing constipation and 
abdominal distension due to gas in the colon which 
again can be relieved by enema and pituitrin. Pitui- 
trin must not be used repeatedly unless very specially 
indicated because of their paralytic action on the 
small bowel. 


Recent DEVELOPMENTS IN THe Use AND 
ADMINISTRATION Or OxyGen IN 
THERAPEUTICS 


Boothy and Lovelace (Proceedings of the Staff 
Meeting of the Mayo Clinic and Mayo Foundation, 
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Ref. Editorial, Annals of Internal Medicine, October. 
1938, page 560) from personal experiences confirm the 
findings of Fine and his associates that inhalation of 
100% oxygen will in 12 to 24 hours cause decom- 
pression of an abdomen that has become distended 
with gas as a result of ileus or intestinal obstruction 
rendering subsequent operative treatment a much 
easier procedure; in some cases operation was avoided. 
The inhalation of oxygen also avoids or reduces the 
post-encephalographic headache. The authors have 
also found rapid and remarkable clinical improve- 
ments in surgical shocks, gas gangrene and tetanus 
by inhalation of 100% oxygen. They have recently 
introduced an oxygen inhalation apparatus of a mask 
type with rebreathing bag specially designed to meet 
the needs of aviation. 


The advantages of oxygen inhalation are due to 
the fact that by this process the amount of oxygen 
absorbed by hemoglobin will be increased by about 5 
volumes percent and the amount in simple solution 
will be increased by about 7 volumes percent with a 
total increase of oxygen in the arterial blood of 10 to 15 
volumes percent. There is also an increase in the 
oxygen tension in the tissues which will start an up- 
ward spiral of secondary beneficial effects which will 
ultimately bring in the patient’s recovery. The 
authors did not find any evidence of pulmonary irrita- 
tion from inhalation of 100% oxygen for prolonged 
periods of from one to three days. However, for the 
present the continuous use of oxygen should not ex- 
ceed 24 to 48 hours. 


Cstrocen In RAINITIS 


Blaisdell (Laryngoscope, September, 1938, page 
695) reports on the study of the effects of estrogenic 
substances in atrophic rhinitis. A series of 60 cases 
divided into equal groups is presented: Group 1 
‘consists of patients with an onset of symptoms before 
20 years of age (true atrophic rhinitis) and group IT 
of patients with onset of symptoms after 20 years 
(secondary atrophic rhinitis). The result of treatment 
with cestrogenic substances is as follows :—diminu- 
tion of crusts and odor in 86% of the patients in the 
first group and improvement of all the patients in the 
second group. The exact mechanism of the action 
of cestrogenic substances on the nose is not yet known 
and the extent of changes in the mucous membrane 
as well as the permanence of the effect found clinic- 
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ally can be determined only after years of close 
study of the problem. The results are highly en- 
couraging and the author suggests its further trial. 


Tue Or Intra-NasaL MEpIcATION 


Walsh and Cannon (Annals of Otology, Rhinology 
and Laryngology, September, 1938, page 579) write 
that the most suitable vehicle for intra-nasal medica- 
ments is isotonic salt soluticn because it causes no 
demonstrable interference with ciliary activity, where- 
as both hypotonic and hypertonic solutions cause 
definite damage to cilia. Oils are unsuitable as 
vehicles because they not only interfere with ciliary 
activity but the drugs dissolved in them act less 
effectively, being separated from the epithelium by a 
layer of mucus. Moreover, th2 s‘udy of recent 
literature reveals a rapid increase in incidence of 
lipoid pneumonia following intra-nasal use of oils. 
This is borne out by autopsy records in men and 
experimental animals. The authors report three cases 
in adults of such lipoid aspriation. Drugs are used in 
the nose for antiseptic, astringent or vaso-constrictor 
effects. Astringents cause immediate cessation of 
ciliary action. Antiseptics such as mild silver pro- 
teins do not cause much ciliary damage but their 
antiseptic value is doubtful. Weak saline solution of 
ephedrine causes no damage to ciliary activity or 
mucous flow. The authors conclude by saying that 
the only completely safe medicaments are weak 
saline solution of suitable vaso-constrictors. 


OBSTETRICS AND GYNECOLOGY 


CurntcAL Uses Or Femate Sex Hormones 


Winterton (Lancet, December, 8, 1938, page 131+) 
writes that there are at our disposal for gynecological 
conditions four hormones viz., (1) gonadotropic hor- 
mone, (2) anteriorpituitary-like hormone, (prolan) 
(3) eestrin and (4) corpus luteum hormone (progester- 
one). The gonadotropic hormone is found in abund- 
ance in the serum of pregnant mare, its chemical 
composition is not known and is measured in biologic- 
al units (rat units) and because of the protein mole- 
cule it does not act when given orally. Anterior- 
pituitary-like hormone (prolan) is obtained from preg- 
nancy urine, its chemical composition is still unknow2 
and it is similarly measured in rat-units. (éstrin is 
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the generic name of cesterogenous hormone and is of 
two forms: (a) cestrone and cestradiol which is 4 times 
as active as oestrone. (éstradiol is also prepared as 
benzoate. Its chemical composition is known and it 
is measured in international units, 1 mg. repre- 
senting 10,000 I.U. and an international benezoate 
unit equals to 5 I.U. Corpus luteum hormone is 
now synthetised and is measured in international 
units, 1 mg. representing 1 I.U. 

Endocrinology is essentially a substitution thera- 
py- Hormonal assays are unreliable and as such we 
must examine a patient throughly and exclude organic 
disease before we institute hormonal therapy. Its 
efficacy, however, is limited to conditions like meno- 
pause and those associated with it as well as certain 
abnormalities connected with pregnancy. 

In menopausal symptoms of hot flushes, head- 
aches ete. cestrin is useful; the dose varies with severi- 
ty and injection may be necessary when large doses 
are required. In more remote effects, e¢.g., kraurosis, 
senile vaginitis very large doses are necessary. In 
the latter condition 50,000 I.U. given by injection 
twice weekly along with local treatment by cestrin 
passaries will bring in a cure in 3-6 weeks. 


In vulvovaginitis of children small doses are 
necessary; 3000 units by mouth and a weekly injection 
of 10,000 I. U. generally overcome the infection in 3 
weeks, no local treatment being necessary. Pruri- 
tus vulve anl leucoplakic vulvitis show disappointing 
results. Threatened miscarriages respond well to the 
injection of corpus luteum hormone (51.U. when first 
seen to be followed by 2 I.U. twice a week for some 
weeks) which helps embedding of the ovum and inhi- 
bits uterine contraction. In habitual abortions in- 
jections of corpus luteum hormone is_ successful in 
75% of cases (after excluding nephritis and syphilis)— 
21.U. are given twice weekly till the 32nd week begin- 
ning as soon as the first period is missed. In missed 
abortions cestrin can be given to stimulate uterine con- 
traction and the treatment is of greatest value after 
the 8rd month. 50,000 benzoate units are given 6 
hourly for about 5 doses followed by a medical induc- 
tion. On the same principle it has been used in uter- 
ine inertia. To inhibit lactation cestrin is advocated. 
It acts by blocking the anterior lobe of the pituitary. 
Smaller doses by mouth have been found to be effec- 
tive. In primary amenorrhea hormones are at pre- 
sent useless and in secondary amenorrhea its value 
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is doubtful. In menorrhagia in women under 35 cor- 
pus luteum may be given in dose of 2-5 I.U. which 
will stop bleeding but cannot prevent its recurrence. 
Treatment by gonadotrophic hormone has been done 
without much success. In menorrhagia of puberty 
gonadotrophic hormone is useful but we must remem- 
ber that most of them recover spontaneously. In 
dysmenorrhea the results of hormone therapy are dis- 
appointing. In sterility gonadotrophic hormone may 
be of use in some cases where biopsy of the endo- 
metrium reveals absence of ovulation and corpus 
luteum formation. 


The author concludes by saying ‘‘meanwhile we 
must guard against unqualified enthusiasism in con- 
sidering them the panacea of all ills.”’ 


THe Division Or CAaNcER OF 
THe Uterine Cervix Intro Four Staces Accorp- 
ING To AnaTomiIcaL Extent Or GrowtH 


Heymen (League of Nations Health Oraganisa- 
tion, 1938) of the Radium hemmet of Stockholm has 
given in the following lines an outline of the division 
of cancer of the uterine cervix into four divisions ac- 
cording to the anatomoclinical extent of the growth. 
The classification is as follows :— 


Stage I. Carcinoma corifined to the cervix. 


Stage II. Carcinoma which infiltrates the para- 
metrium on one or both sides but does not invade 
the pelvic wall; carcinoma which infiltrates the vagina 
but does not involve the lower one-third; and endocer- 
vical carcinoma which has spread to the corpus. 


Stage III. Carcinomatous infiltration of the para- 
metrium which has invaded the pelvic wall on one or 
both sides; carcinoma with no cancer-free space be- 
tween the tumour and the pelvic wall; carcinoma 
which involves the lower one-third of the vagina; and 
carcinoma with palpable metastases on the pelvic 
wall, irrespective of the primary growth. 


Stage IV. Bladder involvement, as determined 
by cystoscopic examination or by vesicovaginal fistula; 
carcinoma which invades the rectum, and has spread 
outside the true pelvis, below the vaginal inlet and 
above the pelvic brim; distant metastases. 

This classification is illustrated with graphic dia- 
grams and will undoubtedly result in greater uni- 
formity of statistics for comparability. 


9 
4 
y 
0 
e 
3 
a 
t 
f hd 
¥ 
4 
i 
= 
a 


JOURNAL 
L A. 


PATHOLOGY AND BACTERIOLOGY 


Tue Use Or Soprum CarBoNATE For CoNnceEN- 
TRATING TUBERCLE BACILLI 


Tang (Chinese Medical Journal, September, 1938, 
page 259) reports on the results obtained by examin- 
ing 481 specimens of sputum from patients suffering 
from pulmonary tuberculosis by concentration 
methods, viz, of Petroff’s 3% hydroxide and by sodi- 
um carbonate method (sodium carbonate in solution 
of 7% is allowed to act on the sputum for 80 minutes 
at a temperature of 65°C) and compares the results 
thus obtained with direct smear method. He has 
found that in the hydroxide method there is an in- 
crease of 4% and in the carbonate method of 26% 
of more positive sputum than by direct smear method. 
A more critical study of the different methods of ex- 
amination, viz., Pottenger’s dilution flotation, anti- 
formin digestion, Petroff’s sodium hydroxide ard sodi- 
um carbonate concentration methods revealed the 
superiority of the sodium carbonate method. 


Vr Aaatutination In Tne Dracnosts Or Typnorp 
Fever ANp TypHorp CarrIER CoNDITION 


Bhatnagar (British Medical Journal, December 
10, 1938, page 1195) writes that by testing for the 
presence of anti-bodies O, H and Vi in one hundred 
and thirty-four cases of typhoid fever of which fifty- 
six were inoculated and seventy-eight uninoculated 
he found that Vi antibody was present in every case 
and the titre was higher in inoculated than in uninocu- 
lated cases. He further observes that during con- 
valescence there remains only traces of Vi antibody 
but in some cases the titre remained high and these 
cases on further investigations were found to go on 
to the carrier condition. The author suggests that 
- Vi agglutination test being more reliable than the 
O and H types should be done in the diagnosis of 
typhoid fever and in the detection of carriers and the 
source of infection. 


YENEREAL DISEASES AND DERMATOLOGY 


TREATMENT Or GonorrH@A By M. & B. 693 

Batchelor, Lees and others (British Medical 
Journal, December 8, 1938, page 1142) from the Edin- 
burgh Corporation and Royal Infirmary Venereal 
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Diseases Department report on the successful treat- 
ment of 102 cases of gonococcal infection with M. 
& B. 693. The clinical cure is obtained in a week 
in a large majority of cases whether of short or long 
duration and whether occurring in men or in women. 
There is no necessity of irrigation or other adjuvant 
treatments. Complications originally present such as 
epididymitis, arthritis or iritis improved quickly under 
the treatment. Toxic symptoms noted were mild and 
disappeared when the dose was reduced and no !nst- 
ing ill-effect had been encountered. Cases of vulvo- 
vaginitis also responded well to the drug. The 
authors suggest from their experiences the following 
technique of treatment: 


Men should receive six half gram tablets a day 
after food for five days after which the dose is reduced 
to three tablets daily for another five to nine days. 
The majority is cured by the first five days’ treatment. 


Women should receive four tablets daily for five 
days after which the dose is reduced to three tablets 
a day for another five days. 


Girls with vulvovaginitis should receive for the 
first five days half the tablet from four to six times 
daily according to age and thereafter for the next five 
days half the tablet thrice daily. 


Gonorrua@at Enpocarpitis: A Report Or THREE 
Cases, One TREATED WITH FEvER THERAPY 


Hoyt (Annals of International Medicine, Novem- 
ber, 1938, page 675) reports 3 cases of gonorrhcal 
endocarditis. In the first and third cases the dixg- 
nosis was made during life (blood culture showed gono- 
coceus) and in the third case the clinical diagnos's 
was confirmed at autopsy. The first case was trea‘ed 
with fever by means of diathermy (a total of sevi- 
teen and one-half hour treatment was given at 106°F 
(rectal). The second case was given the general sup- 
portive treatment and the third had antigonococcus 
serum but all of them proved fatal. 


> 


FurTHER OBSERVATIONS On THE Use Or NiaRosine 
To DEMONSTRATE TREPONEMA PALLIDUM IN 
Lesions 


Dienst (Journal of Laboratory and Clinical Mevii- 
cine, 1938, page 646) describes a very simple though 
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highly reliable staining method for detection of tre- 
ponema pallidum in material from suspected lesions. 
The reagent used is 5 % solution of nigrosine to which 
a little formalin is added as preservative. ‘The test 
is as follows: the material obtained is mixed with 
equal quantity with the solution and spread on the 
side, and allowed to dry. This is now fit to be exa- 
mined under oil immersion lens and shows the tre- 
ponema as finely coiled colorless organism against 
greyish black matrix formed by the stain. Materials 
obtained from suspected lesion were examined simul- 
taneously under the dark field microscope and by 
the new method with the result that the organism was 
found in thirty-six instances in both the examinations 
failure in one case by negrosine which revealed a 
morphologically different spirocheta. 


BismutH In Earzty Sypuiyis: Resutts Or SEVEN 
Cases In Wuicu RELIANCE Was PLAcED 
On 


Wright (Journal of Chemotherapy, January, 1938, 
page 1, Ref. American Journal of Syphilis, Septem- 
ber, 1938, page 658) reports on the excellent results 
obtained by bismuth alone in seven cases of early 
syphilis in which arsphenamine could not be given 
owing to severe reactionary symptoms. Soluble and 
insoluble bismuth preparations were used alternately 
and persistently for from one and one and a half to 
two years. The result is as follows: Six cases 
showed clinical and serological cure without relapse 
while the seventh case had slightly positive Kahn 
though there was clinical improvement. 


R@NTGENOLOGICAL MANIFESTATION 
In Bone 


Stewart (American Journal of Rentgenology, 
40: 1938: 215) mentions some of the characteristic 
bone and joint changes found in congenital syphilis. 
They are epiphysitis, periostitis, epiphyseal separa- 
tion, circumscribed rarefied osteitis of the long and 
flat bones, true bowing of the tibia in the lower two- 
thirds, osteomyelitis, osteochondritis and Parrot’s 
nodes of the first bone. In acquired syphilis the 
changes found are periostitis, osteitis, arthritis, syno- 
vitis, osteochondritis and gumma. These roentgeno- 
logical manifestations are of extreme help in the 
diagnosis even in presence of negative serological test 
and when clinical signs are equivocal or lacking. 


oe CURRENT MEDICAL LITERATURE 


Vou. VIII, No. 6 
MARCH, 19.9 


Bayer 205 In’ Tue Treatment Or Lupus 
ERYTHEMATOSUS 


Chajes (Lancet, December, 8, 1938, page 1288) 
reports successful results obtained in lupus erythema- 
tosus by intravenous injections of Bayer 205. The 
drug is given intravenously in 10% solution of distilled 
water thoroughly sterilised and prepared immediately 
before use). The initial dose is 0-25 gm. and the 
drug is repeated at the interval of 5-7 days. Even 
doses up to 1-0 gm. have been given without bad 
effect. The urine is to be examined (including 
microscopy) before each injection. Complications 
were observed in two instances out of one hundred 
and seventeen injections given to thirteen patients 
though slight nausea and headache which disappeared 
a few hours after the injection were noted by some 
patients. The result obtained by this treatment is 
quite encouraging and suggests further trial of the 
method. Of the thirteen cases so treated nine were 
cured and four much improved. 


Tue Reaction Or Tue Stroots ANp Its RELATION 
To Diseases Or THE SxIn 


Aitken (British Journal of Dermatology and 
Syphilis, January, 1938, page 13) from personal ex- 
perience writes that bowel changes are responsible 
for skin eruption and that if the reaction of the stools 
of patients suffering from chronic diseases 1s not 
acid (i.e. neutral or alkaline) and if this reaction is 
altered by giving them butter milk and lactic oats the 
skin trouble improves. The author has treated 
successfully several stubborn chronic cases of derma- 
titis, e.g., pruritis ani, neurodermatitis, ete. with the 
above. regime, viz., daily use of one pint of butter 
milk and a dessert or tablespoonful of lactic oats. 
The results obtained are encouraging and suggest fur- 
ther trial of the treatment adopted. 


PEDIATRICS 


TreatMeENtT Or Gonococcic Inrections In CHILDREN 
SuLPHANILAMIDE 


Alder (American Journal of the Diseases of Chil- 
dren, December, 1938, page 1242) writes that success- 
ful results have been obtained with the oral use of 
sulphanilamide in the treatment of gonococcal infec- 
tions. Cure was obtained in 8 out of 9 cases of con- 
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junctivitis, in 4 out of 5 cases of urethritis and in 16 
out of 22 cases of vaginitis. The most safe and effec- 
tive dose was found to be 1 gm. per day per 20 
pounds. There was no necessity of local treatment 
and the follow-up record reveals no case of recur- 
rence. 


Post-vAccINAL ENCEPHALOMYELITIS 


Lamm (American Journal of the Diseases of 
Children, October, 1938, page 823) in reviewing the 
literature writes that the disease after an incubation 
period ranging from seven to twelve days ushers in 
with headache, vomiting, drowsiness, fever, stiffness 
of the neck and paralysis. Six clinical forms have 
been described and they are meningeal, somnolen- 
paretic, convulsive, trismic, neuritic and myelitic. 
The spinal fluid is sterile but may show a slight 
lymphocytic cellular increase. The author reports 
a case in details with its postmortem findings. There 
is diffuse encephalomyelitis involving both the brain 
stem and the cord, the cerebral cortex being generally 
spared. Both the white and the grey matter are 
effected but the white is more so. There is degenera- 
tion leading to areas of softening and demyelination 
with vascular engorgement and perivascular infiltra- 
tion. Both the cord and the brain stem are affected 
to the same extent. The cause of this condition is 
still undetermined The probable explanation is that 
it is due either to activation of a latent neurotropic 
virus or to production of the disease by small pox 
virus. The treatment is unsatisfactory. Post-vacci- 
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nal encephalitis may best be avoided by vaccinating 
during the first year of life. 


CuHronic Runnina Ear In CuHinpHoop 


Crooks (Practitioner, November, 1938, page 5%4) 
writes that otorrhea in children has its origin in acute 
otitis media resulting from upper respiratory infec- 
tion often influenced by the presence of an infective 
focus in the nose and the throat. The essential con- 
sideration in these cases is prevention. Acute otitis 
must be properly treated, foci of infection must be 
eliminated from the nose and the throat and ihe 
general resistance of the child must be increased. 
The discharging ear should be kept clean and this is 
done better by syringing with sterile normal saline. 
After cleaning, the ear is emptied of water by getting 
the child to shake the head and dried with cotton 
wool. A drop of 50% spirit is then instilled into it. 
This is far better than the use of drops of carbolic 
acid in glycerin and of hydrogen peroxide. If tlie 
discharge persists in spite of this treatment the re- 
moval of adenoids or carious tooth or drainage of an 
infected sinus or of the mastoid cells may be impera- 
tive. The mastoid infection may supervene any 
moment and may be the cause of chronic running 
from the ear. The discharging middle ear should 
be treated by (a) thorough cleaning by syringing as 
noted above, (b) insufflation of iodine boracic powder 
(Sulzberger formula for iodine-boracic powder con- 
sists of a mixture of one part of resublimed iodine 
with ninety-nine parts of powdered boraciec acid) and 
(c) zine ionization. 
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With the coming of the new constitutional regime in the 
different provinces of India, the minds of political leaders, 
economists and thinkers are being justly more and more 
exercised over the question of the social and economic 
problems. The labour, tenancy and various other legisla- 
tions undertaken for the purpose would give one an inkling 
as to how these problems are being tackled by the various 
provincial governments. While, therefore, there is much to 
felicitate that the scope for such little improvement as has 
been vouchsafed under the new Government of India Act 
should be fully utilised, we would like to emphasise here 
another and more vital aspect of the question which has not 
unfortunately received the same attention either from the 
government or from the public that its importance would 
warrant—we mean the question of introducing a system of 
National Health Insurance which would provide for sickness, 
incapacity and disablement benefits to the poor working 
man. 


It is trite but nevertheless true to observe that all im- 
provement in the social and economic life of the people is 
intimately bound up with the care for and improvement of 
their health upon which is ultimately based the whole 
future of the nation. In view of all this, the early introduc- 
tion of a scheme of National Health Insurance for the pro- 
vinces becomes imperative. In a province like Bengal 
where malaria, tuberculosis and other endemic and epidemic 
diseases are so rampant and account so largely for the pro- 
gressive devitalisation of her people, the question of public 
health must be given precedence in all efforts to improve 
the material condition of the people. Unfortunately, we 
have no official statistics to show the extent of annual 
economic loss that ensues to the province as a result of 
these diseases but one could assume that if the figures were 
available, they would be simply staggering. 


In England prior to any government action on this 
line, there existed private gilds and friendly societies work- 
ing a very crude form of sickness and accident insurance on 
the basis of voluntary contribution. This was the nucleus 
of the full-fledged National Health Insurance in the country 
that was to be established years after. These gilds and 
friendly societies did very useful work in rendering mutual 
assistance to members in times of trouble, and _ especially 
when afflicted with sickness and infirmity. The great credit 
of being pioneer in this field of legislation must, however, go 
to Germany. Although the underlying motive for the intro- 
duction of Health Insurance in Germany was purely poli- 
tical at first, its social and economic results were far-reach- 
ing and even exceeded the most sanguine expectation of its 
sponsors. Bismark’s sagacity was never so great as when 
in 1883 he made Germany lead the world in establishing 
National Health Insurance to rob socialism of its sting in 
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his country. Since then the example was followed by nearly 
every European country and it is significant that in no 
country has a scheme of national health insurance, when 
once adopted, been ever discontinued. 


These schemes are various and differ in details in difier- 
ent countries. The British scheme evolved out of years of 
experience seems on the whole to be most suitable for our 
purpose and as very few people have so far interested 
themselves in its detailed working, it is proposed to give 
here a brief outline of the most salient features of this 
scheme from which the feasibility of its operation in India 
with suitable modifications may be determined. 


The National Health Insurance scheme of Great Britain 
covers some 18 million people both as compulsory and 
voluntary contributors whose rate of remuneration does not 
exceed more than {250 a year. The employer and the 
employed person pay weekly contribution and the State 
adds a grant. The insured person is entitled to certain 
benefits, the principal being medical attendance and periodi- 
cal cash payments for sickness and disablement, also mater- 
nity benefit. 

The scheme is founded on an actuarial basis, carefully 
worked out. So far as the medical profession is concerned, 
every registered practitioner is entitled to elect to work 
under the scheme and it would seem that the terms of 
service are extremely fair. While insured persons have the 
right to select a doctor, the latter has also the right to 
choose his patients to a large extent. 


The general standard of treatment is that which one 
would observe in private practice as a general practitioner ; 
attendance at confinements and specialists services are ex- 
cluded, and, apart from these services, an insured person 
cannot be charged a fee. Doctors have the right to issuing 
certificates for sickness benefits. Drugs and appliances in 
general use are usually ordered by the doctor and supplied 
by the chemist who works under the scheme. In rural areas 
and in emergencies the doctor himself is required to supply 
the medicines and drugs necessary. There is a check on 
extravagant prescribing but otherwise patients are required 
to receive ‘‘ proper and sufficient medicines.’’ Complaints 
between doctor and an insured person are required to be 
investigated by a body composed of an equal number cf 
medical men and insured persons’ representatives with an 
independent Chairman which is known as the Medical Ser- 
vice Sub-Committee of the Insurance Committee and there 
is a subsequent right of appeal to the Minister of Health. 

The country is divided into regions each having regional 
medical officers who are under the superintendence of the 
divisional medical officers who are officials of the Health 
Department. Each region is divided into local areas in 
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which there is an insurance committee responsible to the 
Minister for Health. ‘Lhere is also a local medical com- 
mittee representative of doctors resident in the area and a 
panel committee representative of the insurance doctors. 
‘The insurance committee is responsible for the maintenance 
of a register of insured persons for dealing with all questions 
in regard to benefits and complaints and for payment of the 
doctors’ remuneration. If the insurance commitiee failed to 
maintain an adequate service, other arrangements would pe 
put into operation. 


The local medical committee is required to be consulted 
in regard to the general terms of service for insurance doc- 
tors put it is concerned mainly witn those matters aris.ng 
out of administration of medical benefits where the interests 
of the profession as a whole may be affected. This com- 
mittee is represented on the Medical Service Sub-committee 
mentioned above. There is thus in this inter-connected 
system of committees as gcod a safeguard as anyone could 
have from the doctors as well as from the insured person’s 
pot of view. There is above all, the Minister of Health 
responsible to Parliament, while the British Medical Asso- 
ciation has a special committee to give atteniion to the 
interests of the medical profession under the National Health 
Insurance Act. 


Of necessity, a careful record is kept of cases and a 
large part of one’s time appears to be taken up in the 
filung up of cards and forms but all this seems very necessary 
from several points of view including that of the doctor’s 
own remuneration. 


The main principle is that a doctor must give every 
attention to insured persons specially in emergencies, and 
inquiries can be made later. Attendance at homes and 
residences is at the doctor’s discretion but he is required to 
see that there is no neglect. In fact, a high standard cf 
ethics is demanded and the doctor is required to err on the 
side of generosity. Suitable arrangements subsist for the 
temporary treatment of other doctor’s” patients from outside 
one’s own. Within these general principles, things appear 
to have been worked out to a nicety for the benefit of both 
doctors and patients. 


The limit to a doctor’s list is 2,500 persons although a 
larger number may be allowed if he has partners or assist- 
ants. A doctor is required to reside in the area he serves 
and to have a surgery in his residence. The surgery is 
required to be properly fitted and approved by the autho- 
tities. The Allocation Sub-committee usually has regard to 
the distance between the residence of the insured person and 
that of the doctor in making assignments to the doctor’s list, 
and may, in special circumstances, place a patient on the 
list whom the doctor may have refused to accept before. 
In the event of absence, a panel doctor is required to make 
arrangement for a deputy. 
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While an insured person is entitled to receive specialist 
treatment as part of the medical benefit assured to him, a 
panel doctor is not under obligation to provide such treat- 
ment though it is for him to advise how and where specialist 
treatment may be obtained. If he is a specialist in any 
particular branch and is able to provide sucn treatment, he 
may charge a special fee. So far as the patient is conceru- 
ed, this tee is payable from the insurance fund. Dentisiry 
and attendance at confinement do not come within the scr- 
vices of a panel doctor though ante-natal care, of increasing 
importance, is demanded ot him. It would take too long 
to give here the prov.sions for surgery attendances, anws- 
thetist services, etc. 

The regional medical officer or his representative his 
access to the doctor’s record at all reasonavle times and the 
doctor is bound to furnish him with any information he miy 
require. The regional medical staif are required to invesii- 
gate complaints and other matters and to give their opinion 
on consultation by any panel doctor. There are also 
National Health Inspectors whose duties include the investi- 
gation of grievances regarding sickness benetits. 

The doctor looks to the National Heath Insurance 
Fund for payment of his remuneration. The system every- 
where in operation is payment per capita -of the insured 
population, well or ill, each doctor receiving his share of the 
local allocation according to the method de.ermined by the 
wishes of the majority of the insurance doctors ia eacna arca 
through their panel committee subject to te concurience vi 
the Insurance Committee and tae Hea.th Minisry. In the 
Distribution Committee, ccnsisting of r.presntatives of 
insurance doctors, of insurance committees, Government 
actuary and the health department, a f.ir and just appcr- 
tionment is made of the total funds between the several areas 
and it is from the area that a ds ribu.ion is made among 
the doctors in accordance with the distributicn scheme—after 
payment of the panel committee exp:ns-s, costs of anzs- 
thetics, etc. There is also a mileage and travell.ng allowance 
usually for work beyond two miles of a dcc or’s residence or 
surgery and in districts which prescnt exc pti.nal travell.ng 
difficulties. There is a Central Mileage Fund which is dis ri- 
buted among the different areas and so among different 
doctors in the area. 

This in a nutshell gives a rough idea of the working 
of the National Health Insurance Act which has undoubtedly 
proved of immense benefit to a vast proportion of the lower 
paid population of Great Britain. Something on similar 
lines is urgently called for in India—perhaps som: thing less 
elaborate and ambitious but still a scheme that will at least 
provide for the medical needs of a large sec‘ion of the poor 
paid classes in India. Properly founded on an actuarial! 
basis, the scheme would be at once a provision for medica! 
treatment and a solution of the problem of m-d'cal aid ir 
rural districts—to say nothing of its conccmit’ant effects on 
malaria, tuberculosis and other such diseases. 
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THe LRINKER RESPIRATOR 


An interesting demonstration was given of the working 
of mechanical res>irators at the Ccunty H !] (London 
County Council) on November 22. The construction and 
mechanism of the different kinds of appara’us now being 
used in the hospitals under the control of the Ccuncil were 
explained in detail. 

The idea of producing a device for ma‘n‘ain'ng pro- 
longed artificial respiration is said to have orginated with 
Dr. Philip Drinker, of the Un‘versity of Harvard, Boston, 
U. S. A., who designed a special type of avpiratus for this 
purpose which was spoken of as the ‘Iron Lung’’. 


The Drinker apparatus consists of a steel cabinet which, 
while large enough to accommodate a patient 6 feet in height, 
yet can be used for others and even a small child. 


The interior of the chamber is prov'ded with a bed and 
matress supported on a trolley and attached at the head end 
to a sloping lid. The bed and the lid of the chamber are 
supported on an upright frame fitted with castors. 


The patient lying on the bed has the whole of the 
body, except the head and neck, enclosed in the chamber. 
The head is suvported outside the chamber on a sm2ll plat- 
form; the neck is surrounded by a soft rubber collar in the 
lid. 

The rubber collars on the lid are det»ch>ble and are 
made with apertures of different sizes in order to be air- 
tight. The lid closes against a rubber gasket and is held 
fast by means of hand clamps which render the respirator 
air-tight. 

When the clamps are loosened, the lid with the attach- 
ed bed can be pulled out, thus enabling the patient to receive 
attention from a nurse or to permit an exam‘na‘ion of the 
patient. On either side of the chamber are werking port- 
holes, through which the nurse’s arms are inserted when 
the patient requires attention. The protholes are fitted with 
small rubber collars which fit closely arcund the arms of the 
nurse in order to prevent any disturbance in the efficiency 
of the respirator when in use. An extra large prothole is 
provided for the insertion and removal of a bedpan, with- 
out opening the respirator. Large observation ports of mica 
at the top and sides of the respirator enable the attendant 
to obtain a clear view of the patient and also facilitate, the 
use of the arm ports. The chamber is illuminated by means 
of a roof light which also assists in maintaining an even 
temperature (recorded on a thermometer) inside the cham- 
ber. A leak value is fitted to the respirator in order to 
regulate the negative pressure and the depth of the respi- 
tations. 


The depth and rate of respirations are registered by 
means of a U-tube manometer filled with coloured water and 
connected to the chamber. 


MECHANICAL ARTIFICIAL RESPIRATOR 


There is a special device that enables the chamber to 
be raised or lowered as desired. The whole app2ratus can 
be wheeled about on the frame provided with castors. 


A cylindrical bellows connected to the ch>mber by a 
flexible tube is driven by an e'ectric } h p. motor. The 
bellows has an external flap valve so that it ac's as a sucker, 
alternately extracting the air from the chomber and induc- 
ing a negative pressure and then allowing air at atmospheric 
pressure to enter on the return s‘roke. 


The rate of the motor as well as the depth of the 
respirations are controlled by a rheotac. The re piritor is 
so constructed that in the event of fa:lure, or for any other 
reason, it can be operated by hand. 

The underlying principle of these art’ficial resp‘r-tors is 
that when negative pressure is induced in the chamber or 
in a jacket by suction from the bellows air at a‘mospheric 
pressure enters through the mouth and nose of the patient 
and his chest expands, and when air enters thrcugh the 
valve on the return stroke of the bellows, the elastic recoil 
of the chest wall produces exp‘ration. 

A machine identical in principle with the Drinker respi- 
trator is made of laminated wood moun‘ed on a tripod stand 
with a worm and sector tilting device. It is cheaper ({co, 
whereas the Drinker machine costs £200), ligh‘er in construc- 
tion, easier to transport, and has mrd‘ficitions which 
simplify the working of the machine and fac'lit-te the 
nursing of the pitient. The motor is a constant speed 
motor, with triple step beltdrive cones to dr've the bellows 
at rates of 18,22 and 28 respirations per minute. The motor 
is thus quieter in running and less disturbing to the patient. 


A Jacket RESPIRATOR 


This respirator, designed by Dr. A. F. Burstall, Professor 
of Engineering in the University of Melbourne, consis‘s of a 
one-piece aluminium cuirass to enclose the trunk of the 
patient from the neck to the waist line. The openings at 
the waist, neck and arms have beaded edges over which is 
stretched soft sheet rubber diaphragms with central openings 
of varying sizes to fit the waist, neck or arms, in order to 
form an air-tight seal. This cuirass is des'gned to operate 
from any cabinet type of respirator by means of flexible 
hose connected to the cabinet or the bellows. The cuirass 
being of small capacity a number can be operated from one 
cabinet respirator. There are three sizes suitable for children 
aged three years to adults of medium size. 

A modification of the original model has been designed 
for use in the Council hospitals. It consists of an alumi- 
nium jacket shaped to the thorax and made in two halves. 
The two halves are joined at the sides by thumb screw nuts 
on an air-tight joint and the jacket can be applied with 
greater ease and without discomfort to the patient. The 
design and ease of application allow of a greater range of 
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sizes. In addition to other modifications the provision of an 
escape valve to regulate the depth of the respirations is an 
improvement in the Burstall cuirass. 


A }h. p. motor (A. C. 210-240 volts) designed to drive 
a small suction bellows at fixed speed of 20 double strokes 
per minute, and a maximum operating suction of 25 cms. 
of water, has been designed. The bellows is connected to the 
cuirass by a flexible hose fitted with an excess pressure 
valve and a regulating valve for adjusting the suction pres- 
sure. 

The respirator can be worked by hand in case cf power 
failure. The motor and bellows are enclosed in a wooden 
casing carried on ball-bearing castors. 

Although the jacket respirator is not intended to dis- 
place the cabinet respirator, which is essential for certain 
sufferers, yet it possesses advantages through facilitating the 
nursing of the patient (always difficult with the Drinker 
respirator) who has full range of movement of his hands and 
arms (if not paralysed) and can feed himself. 

Full movements of the legs are also possible ; whilst if 
the limbs are paralysed they can be more easily treated 
than in a chamber respirator. 


BraGG-PauL PULSATOR 


This apparatus, designed by R. W. Paul, M. I. E. E., 
at the suggestion of Sir William Bragg, was first used by a 
patient suffering under progressive muscular atrophy. 

The apparatus consists of a distensible rubber bag 
applied around the patient’s chest in the form of a belt, 
which is rhythmically filled and emptied of air by means cf 
a bellows worked electrically. 

The bellows is driven by a small motor which can te 
operated on any electric supply circuit and may be operated 
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on connected to a lamp circuit. The speed of the pulsator 
can be adjusted to the required respiratory rate and the 


' pressure in the chest belt can be controlled by an escape 
- valve fixed to the bellows. 


A gauge indicates the amount of pressure applied to 
the chest and the rate of the compressions. 


In case of power failure all the models can be work d 
by hand. 


The principle of this apparatus is that each rhythmic 
inflation of the rubber chest belt compresses the patieni’s 
chest and forces expiration. When the belt is deflated ‘he 
elastic recoil of the chest wall induces inspiration. 


The original Drinker respirator was designed for maii- 
taining the respiration of those patients whose respiratory 
muscles were paralysed and who were unable to_ breathe 
voluntarily as is sometimes the case with patients suffering 
from acute poliomyelitis (infantile paralysis) or diphtheria. 


The respirator is of use in cases of drowning, of carbon 
monoxide (coal gas) poisoning and in certain diseases of the 
brain, spinal cord, lungs and heart. 


A noble gift is to be made by Lord Nuffield, who has 
promised to manufacture laminated wood respirators (an 
Australian model) in sufficient numbers to provide one for 
every hospital in the British Empire needing them. 


The estimated cost of this undertaking is equivalent to 
a gift of £500,000. 

These respirators are life-saving machines, and as they 
are chiefly required in an emergency they must be at hand 
if they are to be of real value. And it is the importance 
of this urgency that has prompted Lord Nuffield to render 
a service to humanity that will find a ready response in 
many a grateful heart, (Medical World), 
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The following speech was delivered by Dr. Jivraj N. 
Mehta, Dean, Seth Gordhandas Sunderdas Medical College, 
and King Edward VII Memorial Hospital, on the occasion of 
unveiling the bust of the Late Seth Jamnadas Lalubhai. on 
Saturday, 4th February, 1939: 


The Hon’ble Dr. Gilder, Ladies and Gentlemen, 


It gives me great pleasure to offer you, Sir, and to you 
ladies and gentlemen, a very cordial welcome to this 
evening’s function of unveiling the bust of one to whose 
charities, the Museum Hall of this College owes its exist- 
ence. The late Seth Jamnadas Lalubhai was one of those 
pious and philanthropic merchants of Bombay whose chari- 
ties are responsible in no small measure for the civic pro- 
gress and cultural advancement of the City. He had happily 
left his estate in charge of two very cautious and capable 
gentlemen, the late Seth Maganlal Hargowandas, his uncle, 
and the late Mr. Jamietram Jivanram, his Solicitor. 
Though these gentlemen were very conservative in matters, 
social and religious, they welcomed progressive ideas and it 
is to the catholicity of their outlook that a portion of the 
estate came to be utilised in constructing the splendid 
Museum Hall that we see in front of us, instead of the 
money being spent in erecting a shrine or in feeding some 
Brahmins or beggars. 


Ladies and gentlemen, it will be of interest to you to 
know the history of this Museum Hall,, how it came to be 
started and the role it is expected to play in the advance- 
ment of medical science in the City. 


You all know that the Seth Gordhandas Sunderdas 
Medical College, which was opened in the year 1925, is the 
outcome of the princely donation of fourteen lakhs of rupees 
from the estate of the late Seth Gordhandas Sunderdas of 
the well-known Moolji Jetha family. Shortly after the open- 
ing of the College an urgent need began to be felt for an 
up-to-date museum attached to the College for teaching pur- 
poses. As, however, the Corporation had already spent 
money generously on the construction and equipment of the 
College and the associated King Edward VII Memorial 
Hospital and had taken up large liabilities for their mainte- 
nance, and as financial stringency began to be experienced 
as from 1927, I had not the heart at the time to approach 
that august Body for further extensions of those institutions. 
The idea of having a separate museum building for the 
pathological, public health, medico-legal, and other depart- 
ments had thus to be held in abeyance. It was in the year 
1929 that I came to know through my friend and colleague, 
Dr. Jinabhai L. Desai, Honorary Lecturer in Radiology at 
this College, that the Trustees of the estate of the late Seth 
Jamnadas Lalubhai were considering proposals for the utili- 
sation of the balance of the estate still left on their hands. 


SETH JAMNADAS LALUBHAI MUSEUM HALL, 
SETH GORDHANDAS SUNDERDAS MEDICAL COLLEGE, BOMBAY 


I decided to take an opportunity of seeing the Trustees with 
a view to securing a donation either for the College or the 
Hospital, and called on the Trustees, Seth Maganlal Har- 
gowandas and Mr. Jamietram Jiwanram, who warmly took 
up the idea of helping these institutions if suitable proposals 
could be submitted for their acceptance. They themselves 
expressed their desire to utilise the residue of the estate to 
the extent of about one lakh of rupees for providing Deep 
X-ray therapy and Radium treatment at the K. E. M. Hos- 
pital and asked me to give them a definite scheme in the 
matter or for any other requirements of these institutions. 
Having in view our various needs, I submitted for their 
consideration five alternative proposals :— 


1. The provision of facilities for Deep X-ray therapy 
and radium treatment to patients suffering from 
cancer, etc. 


2. The extension of the eye department of the Hospital. 
3. The construction of a Hall for keeping museum 
specimens. 


4. The provision of Research Fellowships, and 

5. The construction of quarters for the Resident Medi- 

cal Staff. 

Messrs. Matubhai, Jamietram and Madon, Solicitors, cn 
behalf of the Trustees later informed me as per their letter 
dated 6-7-1929 that the Trustees had, subject to the sanction 
of the High Court, obtained the consent of the Advocate- 
General for giving out of the investment in their hands, 
Government and other securities of the face value of 
Rs. 1,02,400 to the Municipality for erecting a Hall for a 
Museum to be attached to the Seth G. S. Medical College 
and to be named after the late Seth Jamnadas Lalubhai, 
subject to the condition that the said donation will be made 
on the Bombay Municipality agreeing to maintain the pro- 
posed Museum and the building. It would be worthwhile to 
mention here that Seth Jamnadas Lalubhai had during his 
life time donated a sum of Rs. 20,000 for the construction 
of a ward of 30 beds in the small-pox unit at the City Fever 
Hospitals, Arthur Road, in memory of his daughter Bai 
Premcooverbai. The cost equipping that ward was met by 
his wife. His trusees thus helped in continuing the associa- 
tion which Seth Jamnadas Lalubhai had formed in his life 
time with the Public Health and Medical Departments of the 
Bombay Municipal Corporation. 

The Executive Engineer of the Municipality was accord- 
ingly requested to prepare plans and estimates for the 
Museum and the total cost for the construction of the 
building and equipment was estimated by him at Rs. 1,06,770 
(Rs. 1,02,270 for the building, Rs. 1,500 for the electric 
installation and Rs. 3,000 for the show cases). In view cf 
the low value of Government paper at the time, the amount 
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of the donation of the face value of Rs. 1,02,400 was found 
insufficient for the purpose, and I again approached the 
Trustees with a request to increase the amount, which they 


readily did by raising the donation to Rs. 1,10,000.. I take. 


this opportunity of expressing my deep gratitude to the 


late Seth Maganlal Hargowandas and the late Mr. Jamiet- 
ram Jiwanram, the Trustees of the late Seth Jamnadas — 


Lalubhai Charities, for this munificent donation to meet 
one of our urgent needs. I would like to add that in all 
the negotiations to bring this about, Dr. Popat Prabhuram, 
friend of Seth Maganlal Hargowandas, whom, I am glad to 
find is present here this evening, played a most helpful part, 
for which I would like to express my warm thanks to him. 


I may add, in passing, that for the treatment of Cancer 
and other diseases by the Deep X-ray therapy apparatus, 
I was able to secure a donation of Rs. 25,000 from the 
Trustees of the N. M. Wadia Charities in the year 1931, and 
that the other alternative proposals which I had submitted 
for the consideration of the said Trustees have been also, 
by now, more than amply met by the generosity of the 
Municipal Corporation and the Governor’s Hospital Fund, 
which will provide 106 extra beds in the Hospital under the 
K. E. M. Hospital Extension Scheme costing 15 lacs, pro- 
vide radium and other necessary equipment and_ suitable 
quarters for the staff. The Corporation have even very 
generously approved of starting a Research Endowment 
Fund for the College by agreeing to credit to that Fund the 
subsidy it receives annually from the C. P. Government for 
reserving five seats every year in the College for the C. P. 
and Berar students. It is only a small beginning for a 
Medical Research Endowment Fund, and it needs the sup- 
port of the philanthropic citizens of Bombay if this College 
of which the City is justly proud, is to be a prominent 
centre of medical research in the country. May I, Sir, ven- 
ture to”suggest, without it being considered presumptuous 
on my part, that the large subsidy, which the Government 
of Bombay have lately been receiving on account of students 
from the Indian States admitted to the Grant Medical 
College, might likewise be utilised to form the nucleus of a 
Research Fund at that College. Compared to Calcutta, the 
City of Bombay is woefully backward in scientific research 
in general, and medical research in particular, and needs to 
be encouraged by the Government, the public bodies and the 
philanthropists of the City. 

It will be realised that the planning of a museum for 
housing wet specimens presents special difficulties which 
require a careful study of the particular conditions of tem- 
perature and light intensity obtaining in this City. It has 
been our endeavour to preserve specimens in natural colours 
for as long a time as possible. Bright light and summer 
temperature set up marked changes in the preserving fluids 
and lead to a rapid deterioration of wet specimens. Prof. 


Khanolkar during his tour in Europe in 1929 had an oppor- 


tunity of consulting curators of several museums in the 


United Kingdom and the continent of Europe regarding 


these special problems. It will be noticed that the build- 
ing has been so designed that though it is well lighted during 
day time by diffuse sunlight, direct sunlight rarely falls on 
museum specimens. 
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The work of constructing the Museum Hall was started 
on 23rd May, 1932, and completed on 31st October, 1933. 
The Museum building lies to the east of the College building 
and is connected with it by a covered corridor. It consists 


Seth Jamnadas Lalubhai Museum Hall. 


of an oblong hall with surrounding galleries forming the 
second and third storeys, the whole having an exhibitional 
area of 11,000 sq. ft. approximately. Nearly 1,500 specimens 
are at present housed in it. Though a very large number of 
specimens are from the material available at the K. E. M. 
Hospital, our warm thanks are due to the Heads of the 
various institutions in the City and to several Surgeons for 
their help and co-operation in enriching our Museum. 


The total cost of constructing and equipping ihe 
Museum amounts to about Rs. 98,140. The amount realised 
by the sale of the securities of the face value of Rs. 1,10,000 
came to Rs. 86,110. The rest of the cost was borne by the 
Corporation. Further expenditure to the extent of about 
Rs. 4,000 has since been incurred in purchasing more 
shelves for exhibiting the specimens and in preparing tlic 
models for the public health section of the Museum and ithe 
specimens for the medico-legal and x-ray sections. 

There is a large and well equipped dark room on the 
ground floor and a tissue culture room on the top floor, 
besides two rooms for mounting specimens and _ other 
museum work. The specimens for the new Museum are pre- 
pared according to newly developed technique of proper 
preservation in natural colours. They are thoroughly studied 
and a system of cards for specimens giving a complete in- 
formation about each specimen has been introduced with 
success. 

The specimens are being grouped in two parts, one for 
the use of the undergraduate students and for teaching 
purposes, and the other for demonstration of relatively un- 
common pathological conditions which will be of use for 
post-graduate study. The pathological exhibits occupy the 
ground floor as well as the two galleries. A portion of the 
Museum on the ground floor is being set apart for the exhi- 
bition of specimens for the instruction of students in Public 
Health. The work of preparing the public health section of 
the Museum which was first taken in hand by Dr. J. S. 
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Nerurkar, Honorary Lecturer in Preventive Medicine, shortly 
before his retirement, is now being looked after by his suc- 
cessor in office, Dr. R. K. Mhatre. To them both my best 
thanks are due for the excellent models in the niches on the 
west wall of the ground floor of the building. 


Interior of the Seth Jamnadas Lalubhai 
Museum Hall. 


Arrangements are being made to develop a medico-legal 
section of the Museum, which work was initiated by Dr. 
Jaising P. Modi, Honorary Lecturer in Medical Jurisprudence 
from 1935 to 1937, to whom also I should like to express 
my gratitude. His successor in the post, Capt. R. E. Dada- 
chanji, is taking much interest in developing this section. 
I should like to thank him, as also the Police Commissioner 
for his help in developing the medico-legal section of the 
Museum. 


Efforts are also made by Prof. Khanolkar to develop the 
X-ray section, thanks to the co-operation of Dr. J. L. Desai, 
Honorary Radiologist. In the corners of the first gallery 
will be found a number of dia-positives of skiagrams taken 
at the Hospital and elsewhere illustrative of various patho- 
logical conditions. 

A skin and venereal section has been also provided with 
the specimens that Dr. A. C. Rebello, Honorary Lecturer 
in Dermatology and Venereology, had got prepared for the 
College during his visit to Paris about ten years ago. 
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At present, the Museum is being looked after under the 
able care and direction of Professor Khanolkar, by Dr. R. 
G. Modak, Assistant Professor of Pathology and Lacterio- 
logy and two laboratory assistants who have been doing very 
good work indeed for the development of the Museum. The 
other staff consists of one museum attendant and two 
servants. 


Credit for the excellent planning of this building for the 
proper lighting of the Museum as well as for the variety of 
carefully prepared specimens is entirely due to my worthy 
colleague, Professor V. R. Khanolkar, Professor of Pathology 
and Bacteriology. The construction of the building was 
carried out during the period he officiated as Dean during 
my absence from duty. The plans and estimates were pre- 
pared under the supervision of the then Executive Engineer, 
Mr. T. K. Roddan, who has now retired from municipal 
service. The work of construction was carried on under the 
direct supervision of two Engineers, Mr. B. M. Nariman and 
Khan Bahadur H. C. Pastakia. I would like to tender my 
cordial thanks to Professor Khanolkar for the great care he 
took in the planning and in the construction of the build- 
ing. I would also like to express my warm thanks to him 
and to his able assistants for the progress the Museum has 
shown during the course of the last four years. My grateful 
thanks are also due to Mr. Roddan, to Khan Bahadur H. C. 
Pastakia and Mr. B. M. Nariman, who have now ail retired 
from municipal -ervice, for all their help and co-operation 
in the construct. 1 of the building. The contract for the 
building was entrusted to Messrs. Anna Balwant & Co., to 
whom also my thanks are due for carrying out as best as 
they could, various suggestions made to them during the 
course of construction. 


I may add that the construction of the Seth Jamnadas 
Lalubhai Museum Hall enabled me to transfer the old 
Pathology Museum Room in the main college building, to the 
Professor of Anatomy to expand the Anatomy Museum 
which was much cramped for space. The anatomical speci- 
mens are now divided into two sections, which are housed 
in two separate halls in the main college building. One is 
meant primarily for students reading for the medical exami- 
nations and the other consists mostly of biological specimens, 
illustrative of Comparative Anatomy and Embryology for 
students taking Anatomy for the science degrees. The exhi- 
bitional area in these two sections is approximately 4,750 
sq. ft. Professor R. K. Koppikar, Professor of Anatomy, 
and his able lieutenants are to be congratulated for the 
variety and number of very useful specimens that are now 
exhibited in the Anatomy Museum. 


Ladies and gentlemen, I feel impelled at this stage to 
refer to the place of museums in the cultural life of the 
country, even at the risk of some digression. Museum 
activity in India has not received as much attention as it 
deserves. As the Head of an important educational institu- 
tion like the Seth Gordhandas Sunderdas Medical College, 
I cannot overestimate the importance and value of museums 
from the point of view of education. Museums are a source 
of direct knowledge, so to speak, a key to the knowledge of 
the Universe. 
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India occupies not an insignificant place in the world 
culture. Almost first in population, India occupies the 
seventh place in area in the world. She is the proud possessor 
of the world’s most ancient civilisation which dates back 
to several thousand years. The recent excavations at 
Mohenjo-daro and Harappa will throw a flood of light upon 
her ancient culture when a systematic research is made to 
study these findings. As the learned critics are agreed that 
they lead us to the most ancient period known to us in the 
world culture. The diversity of climate, vegetation and 
people makes the country occupy a prominent place in the 
world geography. Though the rich civilisations of Greece 
and Rome, Babylonia and Egypt are no more, the Indian 
civilisation has not only survived the onslaughts of the 
foreign civilisations for several centuries in the past, but has 
assimilated them without losing her own vitality. Such a 
country should surely occupy a prominent place in the 
museum activities. Yet in the recently published report cn 
the Museums of India, Messrs. S. F. Markham and H. Har- 
greaves, state that if the presence and efficiency of museums 
in various countries were to be taken as indications of the 
cultural level that a country has reached and if this same 
criterion be adopted for India there is not a single province 
or Indian State that does not compare poorly with the lead- 
ing countries of Europe, the British Dominions or the 
U. S. A. ‘In fact,’’ they proceed, ‘‘with the exception of 
the most backward countries of the world there is not an 
area where museums count for so little, are so meagrely 
supported, are so few and far between.’’ Whereas a small 
country like Sweden, with a population of just over six 
millions, has 160 museums, thus having one museum for 
about 38,000 people on an average, India with her popula- 
tion of about 360 millions now has only 105 museums or 
one museum for about 3,400,000 people! 


This is indeed a gloomy picture. I am not here to go 
into the reasons for this state of affairs in respect of museum 
activities in India as they exist to-day. This is, Sir, a task 
for those who are at the helm of affairs. 

The Museum movement depends for its excellence upon 
the quality and vigour of the museum staff. There is no 
one thing that affects the status and usefulness of a museum 
so much as the personality, vigour and capability of the 
curatorial staff. Many experiments have been made in 
Europe and America for the proper direction of a museum 
and in almost every case the system that has worked best 
‘has been to place the ablest man obtainable in complete 
charge of the whole institution, and for the governing body 
to rely upon him to produce that efficiency and progressive- 
ness which are the hallmarks of a first class museum. The 
museums have great educative value but for this purpose 
the appointment of an efficient and well-read curator is 
necessary. It is only under the guidance of such a curator 
that research work can expand. The report to which I have 
made reference clearly states that, amongst others, the main 
defects with the present museum activities in India are the 
lack of adequate finances and efficient curatorship. Hardly 
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anywhere in India is to be found any equivalent of the pri- 
vately endowed museum which is such a feature in the 
U. S. A. India leaves her entire museum services, with few 
exceptions, to be organised, administered and financed by 
the various Governments or States and by a few Municipali- 
ties. It is necessary that the public should take more 
interest in the museum activities. As I said, it is absolutely 
necessary to have an able curator who will be devoting all 
his time for the development of this museum. The Professor 
of Pathology and Bacteriology, Prof. V. R. Khanolkar, is 
at present looking after the Pathology Museum and Prof. 
R. P. Koppikar, the Professor of Anatomy, the Anatomy 
Museum. They have so far ably managed these museums 
but it will be too much to saddle them with this responsil)i- 
lity in future without the help of a full time curator. It is 
not only necessary to increase the number of various soris 
of specimens to improve the teaching value of the Museum, 
but it is also necessary frequently to change the specimens 
to keep up the freshness of their appearance. All this 1- 
quires money. May I, therefore, appeal to the proverbial 
generosity of the Bombay public to help us by giving sub- 
stantial donations for a worthy object like this? Medical 
science is not static. It has to keep pace with the various 
researches that are being carried out in all parts of thie 
world. Our hospitals and our schools are almost all of them 
associated with the name of some generous man or woman 
who has given of the wealth he or she has gained from the 
City to the benefit of the poor, the sick and the illiterate 
among his or her fellow citizens. Here is an opportunity 
for those of the Bombay’s rich sons and daughters who 
would like to advance the cause of medical science ly 
making this Museum one of the foremost attractions of the 
City. 

The Trustees and myself are very happy tlrat you, Sir, 
agreed to perform the ceremony of unveiling the bust of the 
late Seth Jamnadas Lalubhai. Your association with this 
college and hospital goes back not only to 1925 when the 
College was opened but to the year 1916 when great battles 
had to be fought in the Corporation Hall, as well as behind 
the scenes, to ensure that the scheme of founding this 
College for which the late Sir Pheroseshah Mehta, immediate- 
ly prior to his death in 1915, the late Mr. Dinshaw Wacha, 
the late Sir Narayanrao Chandavarkar, Sir Chimanlal Setal- 
vad and Sir Ibrahim Rahimtulla had played so prominent 
a part, did not founder on account of strong opposition to 
it from certain influential and interested quarters, and that 
the acceptance of the bequest which Mr. D. N. Bahaduriji, 
the then Advocate-General, had made on behalf of the 
Executors of the will of the late Seth Gordhandas Sunderd:s 
on the conditions laid down in his letter to the Corporation 
in 1916, was made possible. In spite of your exalted posi- 
tion, Sir, you have continued to take interest in these 
institutions as is evident from the ready response you gave 
to our invitation to perform the unveiling ceremony no‘i- 
withstanding your multifarious duties. And for this I 
would like, Sir, to tender once again our warm thanks io 
you. 
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Minutes or proceedings of Branches and Affiliated Societies intended 


for publication should be sent to the General Secretary of the 


CALCUTTA BRANCH 


The Annual General Meeting of the Indian Medi- 
cal Association, Calcutta Branch, was held on 
Saturday, the 17th December, 1938, at 7 p.m. at the 
Association Hall, at 67, Dharamtala Street, Calcutta. 
Forty-seven members were present. Dr. N. R. Sen 
Gupta took the chair. 

1. Resolved that the annual report for the year 
1937-38, as circulated, be adopted. 

2. Resolved that the audited accounts for the 
year 1937-38, as circulated, be adopted. 

3. Resolved that the budget for the year 1938- 
39, as circulated, be passed. 

4. The following office-bearers for the year 1938- 
39 were elected :— 

President—Dr. Subodh Datta. 

Vice-Presidents—Dr. P. Chatterjee, Capt. M. 
Mukherjee, Dr. Sunil C. Bose, Dr. H. N. Ghosh, 
Rai Bahadur and Capt. Raghupati Banerjee. 

Secretary—Dr. Probodh Ch. Roy. 

Assistant Secretaries—Dr. Ajay Acharya and Dr. 
Bolindranath Ghosh. 


Treasurer—Dr. J. C. Banerjea. 


The following fifteen gentlemen were elected 
members of the Executive Committee for the year 
1938-39 :— 

Drs. Sambhu Mukherji, T. N. Ghosh, K. C. Cha- 
kraborty, M. U. Ahmad, K. K. Sen Gupta, Bijay 
Krishna Sarkar, Capt. K. K. Ghosh, Drs. B. Banerjee, 
S. K. Bose, B. P. Tribedi, D. N. Chatterjee, S. C. 
Chatterjee, P. K. Guha, P. C. Sanyal and P. K. 
Banerjee. 

5. No motion was brought by any member of 
the Association for consideration by the house. 

6. The Chairman spoke at some length about 
the desirability of settling the differences of opinion 
existing amongst the members and appealed to the 
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members to pay more attention to the constructive 
side of the various works of the Association such as 
improvement of the library, arrangement for holding 
frequent clinical meetings, etc. 
With a vote of thanks to the chair, the meeting 
terminated at 9 p.m. 
P. C. Roy, 
Secretary. 


N. R. Sen Gupta, 
Chairman. 


* * 


A meeting of the Executive Committee of the 
Indian Medical Association, Calcutta Branch, was 
held on Wednesday, the 11th January, 1939, at 
7-30 p.m. at the Association Hall, at 67, Dharamtala 
Street, Calcutta. 

The following members were present : 


Drs. Subodh Datta, G. N. Ghosh, B. P. Tribedi, 
8. C. Chatterjee, P. C. Sanyal, A. K. Acharya, 
Capt. M. Mukherjee, Drs. B. K. Sarkar, T. N. Ghosh, 
8S. Mukherji, P. C. Roy, P. Chatterjee, K. K. Sen 
Gupta, M. U. Ahmad, K. Chakraborty, P. K. 
Banerjee and P. K. Guha. 

Dr. Subodh Datta took the chair. 

1. The President thanked the Executive Com- 
mittee and through them the general body of members 
for the honour done to him by electing him President 
for the year. He sincerely hoped he will be worthy 
of their confidence. 

He next welcomed the members and urged them 
for concerted action for bettering the lot of the Asso- 
ciation and the profession. He admitted that there 
would be difference of opinion but hoped that there 
would never be heat and they would always be able to 
pull their weight together for the good of the profes- 
sion. In this cohnection he placed certain sugges- 
tions for the consideration of the house :— 

(a) At present no arrangement for post-graduate 
training (e.g., enquiry about holding final F. R. C. 8. 
Examination in India). 
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Remedies—(i) Extension Lectures like be- 
fore; (ii) Approach Teaching Institutions, Univer- 
sity, Government and Newspapers. 


(b) Hospital Policy where the poor and the needy 
do not get admission. 


Remedies—Approach Hospitals, and News- 

papers. 
_ (c) Unemployment in the profession. 

Remedies—(i) Criticise honorary work except 
perhaps in teaching institutions. (ii) Prevent hos- 
pitals from competing against private practitioners 
(e.g., Marwari Hospital—X-ray). (iii) Only poor 
to be admitted into hospitals. (iv) Charges in 
hospitals for middle class patients. (v) Feasibility 
of nursing homes. (vi) Criticise village exodus. 
(vii) Quacks. (viii) Fight against lack of interest 
amongst elders for their brethren in the profession. 
(ix) Importance of ethics in their day to day 
work. 
(d) Considered also the question of amalgamation 

with the Caleutta Medical Club. 


2. The proceedings of the previous two meetings 
were read and confirmed. 


3. The statement of accounts for the months 
of October, November and December, 1938, was 
inspected. 

4. The following gentlemen were elected repre- 
sentatives of this branch to the Bengal Provincial 
Council for the year 1938-39 :— 


Drs. Subodh Datta, P. C. Roy, K. C. Chaudhuri, 
Sunil C. Bose, T. N. Ghosh, Probodh Kumar 
Banerjee, Banbehari Banerjea, J. C. Banerjea, A. K. 
Acharya, K. C. Chakraborty, Capt. K. K. Ghosh, 
‘Drs. Susil Ch. Chatterjee, B. P. Tribedi, Sambhu 
Mukherji, Sir H. A. J. Gidney, Drs. Manmatha Nath 
Nandy and J. K. Majumdar. 

The election of representatives to the Central 
Council was postponed. 

5. The following sub-committees were formed: 

(a) Library Sub-Committee— 

Drs. J. C. Banerjea (Convener), K. C. Chau- 
dhuri, Sambhu Mukherji, B. P. Tribedi and P. C. 
Sanyal. 

(b) Scientific Sub-Committee— 

Drs. T. N. Ghosh (Convener), A. K. Acharya, 
8. C. Chatterjee, P. K. Guha and P. Chatterjee. 
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(c) Social Functions Sub-Committee— 

Drs. M. U. Ahmad (Convener), Satyen Bose, 
J. K. Majumdar, Capt. K. K. Ghosh and Capt. M. 
Kumar. 


(d) Sports Sub-Committee— 

Drs. A. K. Acharya (Convener), P. K. Sen, 
Suresh Datta, B. Palit and Kumar Kanti Ghosh. 

(e) Medical Ethics Sub-Committee— 

Drs. Banbehari Banerjea (Convener), P. Chatter- 
jee, K. K. Sen Gupta, J. C. Banerjea and T. N. 
Ghosh. 

(f) General Purposes Sub-Committee— 

Drs. P. C. Roy (Convener), P. K. Guha, P. 
Chatterjee, B. P. Tribedi, K. K. Sen Gupta, M. U. 
Ahmad, N. R. Sen Gupta and. Subodh Mitra. 


Resolved that each sub-committee be given the 
power to co-opt up to three members, and that three 
members should form quorum for a meeting of any 
of the above sub-committees. Further resolved that 
the Secretary and the President should be ez-officio 
members of each sub-committee. 


6. (a) The following 
elected— 


Drs. Deva Prosad Mitra, Kumar Kanti Ghosh, 
Sudhir Kumar Datta, Byomkesh Motilal, Hari 
Narayan Mukherji, Dhirendra Nath Banerjee and 
Miss 8. Ghosh. 

(b) The letter from the Secretary regarding 
utilising his telephone allowance for subscribing to 
medical journals, was considered. 


new members’ were 


Resolved that the telephone allowance be paid 
to the Secretary and his refund of the same be 
accepted with thanks and the money be handed over 
to the Library Committee for improvement of the 
library. 

(c) Considered the defaulters’ list. Resolved 
that a reminder be sent to each of them requesting 
them to clear their dues. 


(d) Considered a letter from Mr. Tarak Natl 
Kotal regarding disposal of infected materials belong- 
ing to dead people who are burnt at the burning ghats. 

Resolved that the letter be referred to the Genera! 
Purposes Sub-Committee for disposal. 

With a vote of thanks to the chair, the meeting 
came to a close. © 
P. C. Roy, 
Secretary. 


Darta, 
Chairman. 
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FARIDPUR MEDICAL ASSOCIATION 

The proceedings of the Annual General Meeting 
of the Faridpur Branch of the Indian Medical Asso. 
ciation held on 8-1-39: 

Members present: Drs. A. K. Sircar, S. R. 
Ghosh, A. C. Moitra, K. C. Roy, 8. Bhattacharjee, 
§. N. Sen, R. C. Biswas, H. Ahmed, 8S. M. Sinha, 
§. K. Sen, J. J. Chatterjee, K. P. Mitra, K. C. Roy, 
A. C. Dey. 


Dr. A. K. Sircar was unanimously voted to the 
chair. The Secretary’s annual 1eport for 1937-38, 
was read and unanimously adopted. The audited 
accounts for the year 1937-38 was unanimously ap- 
proved and passed. 

The following office-bearers were elected unani- 
mously for the year 1938-39: 

President—Dr. P. L. Choudhury. 

Vice-President—Dr. A. C. Moitra. 

Secretary—Dr. 8. R. Ghosh. 

Joint Secretaries—Dr. S. Bhattacharjee and Dr. 
8. K. Sen. 

Auditor—Dr. J. J. Chatterjee. 

Members of the Executiv: Committee (in addi- 
tion to the office-bearers): Drs. A. K. Sirear, H. 
Ahmed, R. C. Biswas, K. P. Mitra, S. M. Sinha, 
K. C. Roy and 8. N. Sen. 

A sub-committee consisting of the following 
gentlemen was formed to revise the existing rules of 
the Association. 

Drs. P. L. Choudhury, 8. R. Ghosh, 8. N. Sen, 
8. K. Sen (Convener), H. Ahmed, K. P. Mitra, K. 
C. Roy. 

The sub-committee was requested to make up a 
draft constitution and submit before the 15th Febru- 
ary, 1989. 

Dr. 8. R. Ghosh was elected as the representa- 
tive to the Central Council, I. M. A., for 1938-39. 
Drs. 8. R. Ghosh, 8. N. Sen, 8S. K. Sen, H. Ahmed, 
were elected representatives to the Bengal Provincial 
Council of the I. M. A. for 1938-39. 

The members present were treated with light 
refreshments by the Secretary. The meeting dis- 
solved with a vote of thanks to the chair. 

S. R. A. K. Scar, 
Secretary. Chairman. 
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JALPAIGURI BRANCH 


Proceedings of the Annual General Meeting of 
the Jalpaiguri Branch, held on 29-11-38. 


Members present: Drs. 8. C. Sen Gupta, D. P. 
Datta, A. K. Nundy, A. K. Bhowmik, T. P. Sanyal, 
S. N. Das Gupta, P. Saha, J. C. Ghosh, B. Bhowmik, 
8. Bose, A. D. Guha Neogi and 8. C. Bhowmik. 


1. The proceedings of the last meeting in which 
discussions about a letter from the Secretary, Medical 
Flood Relief Committee, and an appeal from the 
Hon’ble Minister for Local Self Government and 
Public Health for voluntary assistance by the medical 
men and medical associations in relieving the distress 
of the flood stricken people and in which ‘‘National 
Insurance Bill’’ to be moved in the Indian Legislative 
Assembly and the subject of ‘‘Future Medical Educa- 
tion in India’’ were considered, read and confirmed. 


2. Annual report of the out-going Secretary of 
this Branch was read and recorded. 


83. Accounts of this Branch for 1937-38 were 
read by the Treasurer and passed as correct. 

4. Dr. 8. C. Sen Gupta, L.M.s., was unanimous- 
ly elected President for 1938-39. 

(b) Dr. A. K. Bhowmik, L.m.F. was unanimously 
elected as Vice-President for 1938-39. 


(c) Dr. 8. C. Bhowmik, u.m.¥. and Dr. 8. N. Das 
Gupta, L.M.F., were unanimously elected as Joint 
Hony. Secretaries for 1938-39. 


5. The question of forming a sub-committee for 
arranging scientific and clinical meetings, etc., was 
considered and it was resolved that ‘‘A Scientific 
Sub-Committee consisting of Dr. A. K. Nundy, m.x., 
m.R.c.P. (Lond.), Dr. D. P. Datta, M.B., M.R.O.P., 
p.T.M. & p.P.H. (Lond.), Dr. B. Bhowmik, t.m.r., 
D.T.M., D.P.H. & HY. Dr. C. Sanyal, m.se., and Dr. 8. 
N. Das Gupta, t.m.F. be formed with Dr. A. K. 
Nundy as President of the Committee and Dr. 8. N. 
Das Gupta as convener of the meetings. 

6. The following important resolutions were 
passed. 

(a) In view of some of the complaints appearing 
in the press regarding defects in the nursing system 
in the General Hospital, Jalpaiguri, this meeting of 
the Jalpaiguri Branch of the Indian Medical Associa- 
tion is of opinion that arrangements should gradually 
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be made to introduce male nurse system for the male 
ward in the Hospital to set free the female nurses for 
the female wards only and that Dr. 8. C. Sen Gupta, 
representative of this Association to the Hospital 
Executive Committee be authorised to move this 
matter in the Hospital Committee Meeting. 


(b) This Association while considering the ques- 
tion of dealing with the lepers moving about freely in 
the town, carrying on business and even handling the 
foodstuffs, is of opinion that the Jalpaiguri Muni- 
cipality should be moved to arrange for detecting 
these lepers, keeping watch over them and supplying 
free treatment to them as far as practicable. This 
Association will be glad to render all sorts of help to 
the Municipality if required for the purpose. 


(c) This Association considers it necessary that 
a class for training compounders according to the 
curriculum of the State Medical Faculty should be 
opened in this Hospital as soon as possible and that 
Dr. 8. C. Sen Gupta, representative of this Associa- 
tion to the Hospital Committee be requested to move 
the matter in the Hospital Committee meeting. 


C. Browmr, 
Jt. Hony. Secretary. 


PUNJAB PROVINCIAL BRANCH 


At the 8th Provincial Medical Conference of the 
Indian Medical Association held on the 11th Decem- 
ber, 1938, under the presidentship of Dr. Daulat 
Ram, m.B., B.s., at Jullundur City, the following 
office-bearers were elected :— 

President—Dr. Daulat Ram, m.B., B.s. (Lahore). 

General Secretary—Dr. Sarwan Singh Sidhu, 
M.B., B.S., (Lahore). 


Organising Secretaries—Dr. Hans Raj Sud, m.B., 
B.S. (Jullundur) and Dr. Sant Ram Bansal, M.B., B.s. 
. (Amritsar). 

The undermentioned resolutions were passed. 

1. A sum of Rs. 200/- be set apart for organis- 
ing I. M. A. in the Punjab for 1938-1939. 


2. This Conference requests the All India 
Central Council to grant Rs. 250/- to the Punjab Pro- 
vincial Branch for organising I. M. A. branches in the 
Punjab and N. W. F. Province 


83. This Conference heartily congratulates Dr. C. 
L. Katial, a Punjabee, on his being elected Mayor of 
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Finsbury Borough (London)—the first Indian to hold 
this highest civic distinction. 


4. This Conference calls upon the Government 
of India to enact a legislation against the immigra- 
tion and settling down of foreign doctors in India, 
especially doctors from those countries with which 
our degrees have no reciprocity. Further resolved 
that the leaders of the various parties in the Central 
Assembly be requested to sponsor such a bill. 


5. This Conference of the Indian Medical Asso- 
ciation notes with deep concern and dismay the 
employment of foreign medical men by some States 
and requests the rulers of various important States 
to discourage such a step which operates adversely 
against the Indian interests. 


‘Resolved that a copy of this be forwarded to all 
the important States. 


6. Resolved that in the interest of more effli- 
cient service to hospital patients and in the interest 
of the private medical practitioners, the private 
practice of medical servants be prohibited as has been 
done in another progressive province like Madras. 
Further resolved that any fee charged by medical 
officers in private wards, hospitals, laboratories and 
X-rays department, etc., be credited to Government 
in full. Further resolved that the family wards be 
closed. 


7. This Conference requests the Indian Medi- 
cal Council and the Punjab Medical Council to with- 
hold registration of those foreign medical men whose 
country of origin or with whose medical qualifications 
our country has no reciprocity. 


8. In view of the protests by the independent 
medical profession all over the Province against the 
insulting and uncalled for reference to independent 
medical practitioners as ‘“‘Tom, Dick and Harry” 
made by the Hon’ble Minister of Education, Mian 
Abdul Haye, on the floor of the Assembly and he 
is not withdrawing these remarks so far, the Con- 
ference records its strong sense of indignation at the 
unworthy and unbecoming behaviour of the said 
Minister. 


9. Resolved that the Government, local boards 
and other hospitals be reserved for the service of the 
indigent, poor patients only and their abuse by well- 
to-do patients be entirely stopped. 
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10. This Conference protests against the reduc- 
tion of pay of medical officers in charge of district 
beard dispensaries and requests the Local Self 
Government to have their emoluments brought at 
least to the original level. 


11. Resolved that this Conference requests the 
Punjab Government to issue instructions to the heads 
of various departments to recognise the certificates 
issued by the registered medical practitioners with- 
out any counter-signature. (Copy to I. G. Minister 
and Premier). 


12. This Conference reiterates its previous reso- 
lution that Government be requested (a) to take 
early steps to amend the Punjab Medical Registra- 
tion Act of 1916 as it does not meet the present day 
requirements, (b) that in this Act the system of 
nomination of members and of having a nominated 
president be done away with, (c) that the invidious 
distinction between the various constituencies of elec- 
torates be removed, (d) that safeguards be provided 
against quackery and (e) that the licentiates should be 
given more seats. 


13. Resolved that in the interest of the econo- 
mical running of the hospitals and more efficient ser- 
vice to the poor public, the system of appointment 
of honorary physicians, surgeons, eye-specialists, 
radiologists, bacteriologists be instituted in Lahore, 
Amritsar, Rawalpindi and district and other hospitals 
without delay. 


14. This Conference strongly resents the 
employment of unregistered medical persons on the 
staff of some of the Government aided hospitals and 
recommends to the Government to stop financial aid 
until such unregistered members of the staff are 
removed. 


15. Resolved that Government servants draw- 
ing a salary of more than Rs. 100/- should not be 
given free medical service at the Government and 
other aided hospitals. 


16. Resolved that this Conference recommends 
that the President should visit all the branches of the 
I. M. A. in the Punjab once during his regime. 

17. This Conference recommends to the Punjab 
Government and the Punjab Medical Council that the 
post of Registrar of the Punjab Medical Council be 
reserved for a medical man. 
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18. This Conference reiterates the previous reso- 
lution that the Punjab Government be requested to 
amend the Indian Medical Degrees Act in such a way 
as to make it unlawful for the unqualified practi- 
tioners to write any letter or words with their names 
which may denote in a direct or indirect way the 
resemblance of these letters or words to the genuine 
bonafide medical degrees. Further it requests the 
Government to please declare it an unlawful practice 
for unqualified medical practitioners to place or to 
write the word ‘Dr.’ or designation of Doctor. 


19. Resolved that this Provincial Conference 
should recommend to the Government of the Punjab 
to utilize modern scientific methods in criminal 
investigations followed in U. 8. A. and thus employ 
medical men to help Punjab Police. (Copies of the 
resolution be sent to the Prime Minister of the Punjab, 
the Inspector General of Police, Punjab, the Inspector 
General of Civil Hospitals, Punjab). 


20. Resolved that the drug manufacturing 
companies be requested to employ only qualified 
medical men as their representatives since it is not 
desirable to interview a representative who is ignor- 
ant of physiology, pathology and pharmacology and 
that this resolution be sent to the Central Council 
of the I. M. A.-to be moved at the All India Medi- 
cal Conference and the local branches to take direct 
action after the Conference takes up the matter. 

21. This Conference of the I. M. A. records its 
emphatic protest against the exclusion of the names 
of the licentiates from the Indian Medical register,. 
and requests the Government of India to reverse the 
decision thus admitting them to the Register. 

8. S. Srpuu, 
General Secretary. 


From 


COLONEL G. G. JOLLY, C.I.E., V.H.S., I.M.S., 
Inspector-General of Civil Hospitals, Punjab. 


To 
The Honorary Secretary, 
Indian Medical Association, Punjab Branch, Lahore. 
Dated Lahore, the 24th of January, 1939. 
Sir, 
With reference to the question of the grant by registered 


medical practitioners of medical certificates of sick leaye to 
Government servants I have the honour. to inform you that 
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instructions are under issue to all Civil Surgeons in the Punjab 
to discontinue the practice of countersigning all medical certi- 
ficates for sick leave given by registered medical practitioners, 
and in cases where a second opinion is considered necessary to 
follow the procedure laid down in Government Subsidiary 
Rule 15.15. 


I have the honour to be, 
Sir, 
Your most obedient servant, 


(Sd.) G. Jolly, Colonel, I.M.S., 
Inspector-General of Civil Hospitals, Punjab. 


LEAVE PROCEDURE. 


(Vide Punjab Financial Handbooks No. 2, Vol. II, 
Subsidiary Rules, 2nd Edn., Chapter 15.) 


15.15. (a) Every application for leave on medical certificate 
made by a non-gazetted Government servant in superior service 
shall be accompanied by a medical certificate given by a regis- 
tered medical practitioner defining as early ag possible the 
nature and probable duration of the illness or by a request for 
the issue of a requisition for examination by a medical officer 
of Government. If the applicant is too ill to attend his usual 
place of duty in order to present his application for leave and 
await orders upon it, this fact should be stated in the certificate. 


(b) The authority competent to sanction leave may, at its 
discretion, secure a second medical opinion by requesting the 
Agency, or Civil Surgeon, to have the applicant medically 
examined. Should it decide to do so it must arrange for the 
second examination to be made at the earliest possible date after 
the date on which the first medical opinion was given. 


(c) It will be the duty of the Agency, or the Civil Surgeon 
to express an opinion both as regards the facts of the illness 
and as regards the necessity for the amount of leave recom- 
mended, and for ‘this purpose he may either require the applicant 
for leave to appear before himself or a medical officer nominated 
by himself, 

Note 1. The possession of a certificate as prescribed in this 
rule does not itself confer upon the Government servant con- 
cerned any right to leave. 

Note 2. A registered medical practitioner includes a medical 
practitioner. 

(a) whose name appears in the latest annual list, and 

(b) who having been registered after the closing of the 
latest medical list, certifies his registration number. 

Note 3. Non-gazetted officers should obtain a medical certi- 
ficate in the following form or as nearly in that form as the 
circumstances permit. 

Medical certificate for non-gazetted officers recommended for 
leave, extension or commutation of leave. 


Signature of applicant................. 


(to be filled in by the applicant in the presence of the Govern- 
ment Medical Attendant or medical practitioner). 
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L....ccecssssseeeeeeeey after careful personal examination of the 
case hereby certify that............. whose signature is given above, 
is suffering from...............++ ++eeee, and I consider that a period of 
absence from duty of............... with effect 
is absolutely necessary for the restoration of his health, 

Dated the 


Government Medical attendant 
or other registered practition«r. 


Note r. The nature and probable duration of the illness 
should be specified,—vide Subsidiary Rule 15. 15. 


Note z. This form should be adhered to as closely as 
possible, and should be filled in after the signature of the 
applicant has been taken. The Certifying Officer is not at liberty 
to certify that the applicant requires a change to (or from) a 
particular locality, or that he is not fit to proceed to a parti- 
cular locality. Such certificates should only be given at tle 
explicit desire of the administrative authority concerned to 
whom it is open to decide, when an application on such grounds 
has been made to him, whether the applicant should go before a 
Medical Board to decide the question of his fitness for service. 


(Second Medical opinion if called for. by the authority 
competent to sanction leave). 


Agency or Civil Surgeon. 


Note 3. Should a second medical opinion be required tlie 
leave sanctioning authority should arrange for the second medical 
examination to be made at the earliest possible date. The 
Agency or Civil Surgeon's opinion both as to the facts of illness 
and the necessity for the amount of leave applied for should be 
recorded. He may require the applicant to appear before him 
or before a medical officer nominated by him,—vide Rule 15. 1). 
(b) and (c). 


U. P. PROVINCIAL BRANCH 


Proceedings of an emergent meeting of the Wor':- 
ing Committee of the I. M. A., U. P. Provincial 
Branch, held on Sunday, the 22nd January, 1938, ut 
12-30 p.m. in the Garvie Medical Library roonis, 
Town Hall, Meerut. 


Members present:—Dr. Bhupal Singh, Meerut, 
Vice-President, in the Chair, Drs. S. Halder 
(Muzaffarnagar), Imtiaz Ahamad Khan (Saharanpu:), 
R. C. Chaurasia (Meerut), S. B. Vyas (Meeru'), 
R. N. Bose (Meerut), and Major General D. ?. 
Goil (Meerut). 

1. (i) (a). Item No. (1) of the terms of refer- 
ence of the Committee appointed by the U. ?’. 
Government, viz., ‘the raising of the standard of t/c 
school to the M.B.B.S. and of the minimum educ:- 
tional qualification for admission to it should be Inter- 
mediate with Biology’ was considered :— 
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Resolved that the standard of the Agra Medical 
School be raised to the M.B.B.S. and minimum quali- 
fication for admission should be Intermediate with 
Biology. 


(i)(b) In this connection a circular letter from 
hk. B. Dr. P. Pant, one of the members of the Com- 
mittee appointed by the Government recommending 
the Agra School to be made an institution for train- 
ing men and women for scientific cum indigenous 
systems was considered :— 


Resolved that this Committee does not consider 
this a practical proposition. 

1(ii)(a) Item No. (2) of the terms of reference, 
viz., ‘the appointment of honorary teachers in medical 
teaching institutions’ was considered :— 


Resolved that the system of honorary teachers 
should be introduced provided that a suitable hono- 
rarium is attached to such appointments. 

(ii)(b) Item No. (2) of the terms of reference, viz., 
‘the appointment of honorary physicians and surgeons 
in hospitals’ was considered :— 


Resolved that appointments of honorary physi- 
cians and surgeons in hospitals is very desirable, but 
the system can work satisfactorily and successfully 
only if the scheme suggested by the I. M. A., U. P., 
in its memorandum is adopted. 


1(iii) Item No. (8) of the terms of reference, viz., 
‘the permission to medical licentiates to obtain the 
M.B.B.S. degree of the Lucknow University after 
one or two years’ further study at the King George’s 
Medical College, Lucknow, was considered. In this 
connection a resolution of the Indian Medical Council, 
dated 25/26th August, 1937, regarding admission of 
the holders of L.M.P. Diplomas to M.B., or M.B.B.S. 
Degree, and also letter No. 1234, dated 18-1-39 of the 
Registrar, Lucknow University, were read. Regula- 
tions on the subject followed by Madras and Calcutta 
Universities were also read :— 


(a) Resolved that the scheme laid down by the 
Indian Medical Council is acceptable to this Com- 
mittee, but it is further suggested that steps be taken 
to permit the L. M. P.’s who had passed the Matri- 
culation examination before joining the Medical 
School, to appear for the Intermediate in Science 
with Biology examination after a study of not less 
than 9 months in these subjects. : 
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(b) Further resolved that the Government should 
be moved to take steps to make the Lucknow Univer- 
sity fall into line with the recommendation of the 
Indian Medical Council in this matter. 


1. (iv) Item No. (4) of the terms of reference, 
viz., ‘the scheme for the training of pharmacists and 
male nurses and the necessity of undertaking legisla- 
tion in that connection’ was considered :— 


(a) Resolved that classes for training of pharma- 
cists and male nurses should be attached to medical 
colleges and that the course for pharmacists should 
extend over a period of not less than 2 years, while 
that of male nurses should be the same as the train- 
ing of female nurses. 


(b) Further resolved that necessary legislation 
should be undertaken to provide for registration of 
qualified pharmacists and male nurses. 


1. (v) Item No. (5) of the terms of reference, 
viz., ‘the question of advisory committees for Gov- 
ernment hospitals and dispensaries in the province ’ 
was considered :— 


Resolved that committees for Government hospi- 
tals and dispensaries should not merely be advisory, 
but should be responsible for administration and 
control of the hospitals and dispensaries. 


1. (vi) Item No. (6) of the terms of reference, 
viz., ‘the advisability of setting up some standing 
machinery to advise Government on medical matters’ 
was considered :— 


Resolved that the Government having already 
recognised the I. M. A., U. P. Provincial Branch, as 
an advisory body to the U. P. Government on 
medical matters, this Committee is of opinion that 
no other machinery is necessary and that it is hoped 
that the Government will make the fullest use of this 
Body. 

2. Draft bill of ‘Indian Medicine Bill’’ of the 
U. P. Government was considered :— 


Resolved that in subsection (viii) of section 2 
(Part II) of the United Provinces Indian Medicine 
Bill, 1938, published in the U. P. Gazette of 19th 
November, 1938, Part VIII, the words ‘‘Registered 
Practitioner’’ be replaced by the words ‘‘Registered 
Vaid’’ or ‘‘Registered Hakim’’, and that a copy of 
this resolution be forwarded to the Hon’ble Minister 


JOURNAL 
M. A. 


and another to the President, U. P. Medical 
Council. 

With a vote of thanks to the Chair, the meeting 
dispersed. 
R. N. Boss, 


Hony. Prov. Secretary. 


Buupau SINGH, 
Chairman. 


GHAZIPUR BRANCH 


The Annual General Meeting of the Ghazipur 
Branch was held in the Civil Surgeon’s Office on the 
12th of December, 1938, at 6-30 p.m. under the pre- 
sidentship of Dr. M. M. Faruqui. 


The following members attended the meeting: 
Drs. M. M. Faruqui, D. N. Varma, T. N. Dutta, 
H. P. Tiwari and Jagatbandhu Chowdhuri. 


The following office-bearers were elected for the 
year 1938-39 : 


President—Rai Bahadur Dr. T. N. Srivastava. 

Vice-President—Dr. R. D. Roy. 

Secretary—Dr. Jagatbandhu Chowdhuri. 

Jt. Secretary—Dr. D. N. Varma. 

Treasurer—Dr. R. D. Roy. 

Librarian—Dr. L. Ebad. 

Auditor—Dr. H. P. Tewari. 

Representative to the Central Council—Dr. M. 
M. Faruqui. 

Representative to the Provincial Council—Dr. H. 
P. Tewari. 


Members of the Executive Committee: Drs. M. 
M. Faruqui, T. N. Dutta, L. Ebad and Jagatbandhu 
Chowdhuri. 


Then the meeting terminated with a vote of 


thanks to the chair. 


* * * * 


The monthly meeting of the Ghazipur Branch 
was held in the Civil Surgeon’s Office on the 28th 
January, 1939, at 7 p.m. under the presidentship of 
Rai Bahadur Dr. J. N. Srivastava. ‘ 

Dr. T. N. Dutta read a very illuminating paper 
on Sciatica, its Causes and its Treatment. 


The following members attended the meeting: 
Drs. J. N. Srivastava, Rao Bahadur, M. M. Faruqui, 
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T. N. Dutta, R. D. Roy, D. N. Varma, L. Ebad, 
S. N. Saksena and Jagatbandhu Chowdhuri. 


Doctor Dutta dealt with the various aspects of 
high and low sciatica in a very vivid manner 
demonstrating plates from various magazines. The 
treatment portion which concerns the practitioner: 
most was dealt with in special detail and there was 
hardly anything left out for discussion. The meet- 
ing then terminated with a hearty vote of thank 
to the learned speaker of the evening and to the 
chair. 

J. CHowpuurI, 
Hony. Secretary. 


GONDA BRANCH 


At a meeting of the Indian Medical Association, 
Gonda Branch, Gonda, held on 22nd January ai 
Dr. P. C. Mukerjee’s residence the following resolu- 
tion was put from the chair, seconded by Dr. B. B. 
Ganguly and unanimously carried: ‘‘That this meet- 
ing of the Indian Medical Association, Gonda Branch, 
offers its heartfelt felicitations to our Vice-President. 
Captain K. Sen Roy for the well deserved title of Rai 
Bahadurship conferred on him in the New Year's 
Honours.”’ After this, Dr. Joti Swarup garlanded Rai 
Bahadur Captain Sen Roy and Dr. Miss Dube and the 
Rai Bahadur thanked the members for the felicitations 
in suitable words. 


The Honorary Secretary, then drew the attention 
of the members to the various resolutions passed at 
the All-India Medical Conference, Meerut, notable 
ones being setting up of anti-tuberculosis clinics in 
Municipal Towns and local Boards appointing repre- 
sentatives of the Indian Medical Association on the 
Municipal and District Boards. Dr. Meet Singh 
moved a resolution requesting the Commissioner, 
Fyzabad Division, to consider the advisability of ap- 
pointing medical men as Government nominees on 
the Gonda Municipal and District Boards. The 
Hony. Secretary also proposed to read a paper on 
Tuberculosis and to appeal to the Clairman Munici- 
pal Board and to the charitably disposed members of 
the public for the formation of an anti-tuberculosis 
clinic at Gonda in co-operation with the Indian Medi- 
cal Association and it was decided that this pro- 
gramme might be fixed up for the coming Anti- 
tuberculosis Day. 
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The Association elected Dr. Jagannath Prasad 
Srivastava as its representative on the Provincial and 
Central Councils and the meeting dispersed with a 
vote of thanks to the chair. 


S. B. Srna, 
Hony. Secretary. 


NASIK BRANCH 


At a meeting held under the auspices of the 
Nasik branches of Indian Medical Association and All- 
India Medical Licentiates Association the following 
resolution was passed unanimously and the Secre- 
taries of the respective associations were authorised 
te forward it to the Head Offices. 


“This meeting held under the Joint auspices of 
the Nasik branches of I. M. A. and A. I. M. L. A. 
resolves unanimously that the parent bodies of the 
respective associations be requested to amalgamate 
into one body representative of all Indian medical 
profession’’. 


V. A. KarMarkKar, 
Hony. Secretary, 


TINNEVELLY BRANCH 


The monthly meeting of the Tinnevelly District 
Medical Association was held at the Government 
Hospital, Nanguneri, on Saturday, the 28th of Janu- 
ary, 19389. Members numbering 30 were present at 
the meeting. 


After tea party and sweet music by Mr. G. B. 
Ramakrishnier, the meeting began at 5 p.m. under the 
presidentship of Lieut.-Col. T. S. Shastry, 1.m.s. 

The minutes of the Annual Re-Union which was 
celebrated on the 28rd of December, 1938, were read 
and passed. 

It was decided to invite Madura, Ramnad and 
Travancore Medical Associations to hold a joint mect- 
ing with us at the next monthly meeting at Palam- 
cottah. 


A resolution was unanimously passed congratula- 
ting the Hon’ble Dr. T. 8S. S. Rajan, Public Health 
Minister of the Government of Madras, on the up.1- 
mous passing of the Public Health Bill by the Madras 
Legislature. 
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Resolved that the Indian Medical Association 
should be officially recognised by the Government of 
Madras and that orders may be issued that the 
Association must be consulted on all important 
matters relating to Public Health and medical profes- 
sion as well. 

Dr. M. Vaidyanathan, u.m.p., of Nanguneri :how- 
ed a child of 3 years suffering from a very compii-a- 
ted state of congenital syphilis. 


Dr. T. K. Nilakanta Iyer, wu.m.p., Selection 
Grade Sub-Assistant Surgeon, read out notes on cases 
of acute abdomen, fracture pelvis, and myelitis suc- 
cessfully treated at the Government Headquarters 
Hospital, Palamcottah. The skiagrams relating to 
the cases were demonstrated. Each case was fully 
discussed by the members. Lieut-Col., T. 5. 
Shastry, I.M.s., summed up the salient and impor- 
tant features of all the cases and their differential 
diagnosis in detail. He offered his cordial thanks to 
Dr. M. Vaidyanathan, u.m.p., for the arrangements. 


An excellent dinner party brought the happy 
gathering to a close at 10 p.m. 

Under the auspices of the Tinnevelly District 
Medical Association in connection with the monthly 
meeting, a Health Exhibition was arranged at the 
Board High School, Nanguneri on the 28th of Janu- 
ary 1939 at 10 a.m. Sri G. B. Ramakrishna Iyer, 
Teacher, Board High School, Nanguneri, reproduced 
in Tamil what Colonel Shastry spoke, viz. sanitation, 
small-pox, cleanliness, nutritious food etc., for the 
benefit of about 200 boys and girls. The Exhibition 
was kept open till 1 p.m. The Exhibits consisted 
of posters on Tuberculosis, Small-pox, Fly Danger, 
Cholera, ete. The exhibits of the School were also 
exhibited. 

K. Rama Ayyar, 
Secretary & Treasurer. 


JALNA BRANCH 
The following are the office-bearers of the Jalna 
Branch of the I. M. A. 
President—Dr. Young, F.R.C.s. 
Secretary—Dr. Paknikar, 
Treasurer—Dr. Christian, L.c.P.s. 


A meeting of the I. M. A. Jalna Branch was held 
on 18th January 1939. Dr. Young presided. 
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Members present:—Drs. Young, Strahan, Joshi, 
Agte, Nazeer, Mohiuddin, Paranjapa, Paknikar, 
Christian, and Dr. Diccar, a member of the local 
medical association. 


Dr. Young welcoming Dr. Strahan introduced 
him to the members as his successor in the Mission 
Hospital in his absence in England for one’ year from 
April next. 


The resolutions passed at the. XV_ All-India 
Medical Conference -held at Meerut on 27th, 28th 
and 29th December, 1938, were read and approved 
of by the members as also the one sent for eliciting 
the opinion of the members and to be placed before 
the Central Council meeting to be held in Delhi in 
February, 1939 was put to vote and passed. 


Dr. Young laid special stress on some of the re- 
solutions, especially No. 12 which deals with tuber- 
culosis. Dr. Agte read his paper on tuberculosis. 
Dr. Joshi showed a case of tuberculosis of the lungs 
with X-ray photographs taken both at the beginning 
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and after pneumothorax. This was an example of 
how with early diagnosis and proper treatment a 
dangerous disease like tuberculosis can be sucessfuily 
treated. 

* * * 


A meeting of the I. M. A., Jalna Branch, was 
held on the 16th February, 1939. Dr. Young presi- 
ded. 

Members present:—Drs. Young, Strahan, Joshi, 
Agte, Christian, Kale, Paknikar and Dr. Diccar, 4 
member of the local medical association. 


Dr. Joshi read a paper on eczema. He showel 

a case of extensive chronic eczema which had prove 

very stubborn to the usual line of treatment but res- 

ponded remarkably well to exposure to ultra-viol:t 

rays and other treatment directed to eliminate intesti- 

nal toxins. In veiw of the above experience Dy. 
Strahan suggested exposure to sun light. 

K. N. Paxyrear, 
Secretary. 
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THIRD ALL INDIA OBSTETRIC AND 
GYNASCOLOGICAL CONGRESS 


The 8rd All-India Obstetrical and Gynecological 
Congress will be held in Calcutta during December, 
1939. The exact date will be notified at a later date. 

The chief subjects selected for discussion are: 
(1) Functional Uterine Hemorrhage. (2) Anemia 
of Pregnaney. (3) Maternity and Child Welfare. 


Further informations can be obtained from the 
Secretary, Bengal Obstetric and Gynecological 
Society, 91B, Chittaranjan Avenue, Calcutta. 


KAMALA NEHRU MEMORIAL HOSPITAL 


The following is the first report of the Kamala 
Nehru Memorial Hospital signed by Mr. Umashankar 
Dikshit, the Hon. Secretary for the period from Sep- 
tember 24, 1937 to December 31, 1938: 


Early in 1936, it was proposed to start a fund 
in order to erect a Memorial Hospital to perpetuate 
the memory of Mrs. Kamala Nehru. An appeal for 
funds for this purpose was issued under the signatures 
of Mahatma Gandhi, Pandit Madan Mohan Malaviya, 
Dr. M. A. Ansari, Dr. Bidhan Chandra Roy and 
others. 


The donations received up to the end of 1937, 
plus interest, amounted to Rs. 1,98,431-3-0. The 
expenditure up to the end of 1937 amounted to 
Rs. 650-6-6. The balance in hand and invested at 
the end of 1937 was Rs. 1,97,780-12-6. 


In 1938 further donations of Rs. 21,384-0-10 
were received as well as interest amounting to 
Rs. 7,685-6-6. Total receipts up to the end of 
December 1938, together with interest, amounted to 
Rs. 2,26,055-15-10. Expenditure in the year 1938 
amounted to Rs. 67-11-6. The balance in hand at 
the end of 1938 amounted to Rs. 2,25,988-4-4. 


The Municipal Board of Allahabad agreed to give 
for lease an extensive plot of land, measuring over 
10 acres to the east of Swaraj Bhawan and Anand 
Bhawan. 
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The sanction of the U. P. Government was 
obtained for this; but various difficulties arose in 
gaining possession of the land from the tenants. Part 
of this land was ultimately taken possession of in 
December, 1938. Land acquisition proceedings are 
being taken for the rest of the land and it is hoped 
to obtain possession of it soon. 

Plans for the proposed hospital were prepared 
by the architect, Mr. Gopalji Bhuta, in consultation 
with Dr. Jivraj N. Mehta and Dr. B. C. Roy. These 
plans are being further considered in view of the 
suggestions made by Raja Jwala Prasad. It is pro- 
posed to ask for tenders as soon as the plans are finally 
passed and it is hoped that building operations will 
commence before the next rainy season. 


It is proposed to confine the hospital to begin 
with maternity cases with an accommodation of 
50 beds free and paying. 


CALCUTTA UNIVERSITY’S PLEA FOR 
RECOGNITION OF MEDICAL DEGREES 


The University of Calcutta has sent a repre- 
sentation through H. E. the Governor of Bengal to 
the Secretary of State for India, requesting him to 
urge the General Council of Medical Education and 
Registration, Great Britain and Ireland, to give re- 
trospective recognition to the medical degrees con- 
ferred by the University during the years 1930-36. 


The University has taken this step in view of the 
sense of resentment prevailing among medical men 
in the country against non-recognition of the medical 
degrees of the Calcutta University from 1930-36 by 
the General Council. 

It may be recalled that the General Council had 
recognised the medical degrees of the Indian Uni- 
versities from 1893 (June) to 1924. But the Council 
withdrew the recognition of the degrees conferred by 
the Calcutta University during 1924-1928, following 
a controversy between itself and the authorities of 
the Calcutta University. The controversy, however, 
ended when, following an inspection of the final 
M. B. Examination by experts, the Council again 
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extended its recognition for further two years, but the 
Council again withdrew its recognition of the degrees 
conferred by the University of Calcutta from 1930 to 
1936. 


LICENTIATE DEGREES AND THE INDIAN 
MEDICAL COUNCIL 


The hope that an agreed amendment of the 
Indian Medical Council Act would soon be brought 
about, enabling the Medical Council of India to ex- 
ercise control over the education imparted in the 
medical schools in India, in the same way as over 
the University degrees, was expressed by Dr. Jivraj 
Mehta, Dean of the Seth Gordhandas Sunderdas 
Medical College and K. E. M. Hospital, Bombay, 
in the course of his presidental address at the Dia- 
mond Jubilee Celebrations of the Byramji Jeejibhoy 
Medical School, Ahmedabad 


Dr. Jivraj Mehta said that as far as he was con- 
cerned, he had, from the very beginning, fought against 
‘the exclusion of licentiates from the purview of the 
Medical Council of India, as he had regarded such 
exclusion as a retrograde step. So far as the provi- 
sion of facilities for the licentiates to enable them 
to take up the University medical degrees was con- 
cerned, he said, he had moved the University of 
Bombay in the matter and the Medical Faculty 
of the Bombay University had already passed a resolu- 
tion approving of such a course. 


RURAL MEDICAL RELIEF IN BOMBAY 


The Bombay Government have sanctioned the 
opening of 161 centres for rural medical relief in pur- 
suance of the scheme for subsidised medical practi- 
tioners in rural areas. 


These centres have been allotted among_practi- 
tioners of the allopathic and indigenous systems of 
medicines in the districts. 


Under the subsidised scheme each allopathic 
practitioner will receive a subsidy of Rs. 50 a month 
plus a fixed travelling allowance of Rs. 25 a month 
if his duties are not confined to one village area. 


He will also receive an annual grant of Rs. 350 
for medicines and instruments. The total cost of 
subsidising each medical practitioner will amount 
to Rs. 1,250 per annum on the assumption that he 
will ordinarily work among three or four villages. 
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Four-fifths of this cost (or Rs. 1,000 a year on 
account of each subsidised medical practitioner) will 
be borne by the Government, and the remaining one- 
fifth will have to be borne by the District Local Bourd 
concerned. 


The conditions relating to the payment of su))si- 
dies to Ayurvedic and Unani medical practitioners 
will be the same as those relating to the payment of 
subsidies to medical practitioners of the allopathic 
system, with the difference that the Ayurvedic and 
the Unani medical practitioners will each be paid 
a subsidy of Rs. 80 per mensem each plus a fixed 
travelling allowance of Rs. 15 per mensem and that 
the allowance for medicine to be placed at the dispo- 
sal of each such practitioner will be Rs. 150 per 


annum. 


CANCER HOSPITAL IN MADRAS 


The new buildings of the Madras Radiological 
Institute and Private Cancer Hospital in Poonamallee 
High Road, the foundation stone of which was laid 
last year, were declared open on February 2, by the 
Hon Mr. C. Rajagopalachari, the Prime Minister. 


The Institute and Cancer Hospital which is 
under the direction of Dr. P. Rama Rau, is housed 
in an extensive compound in Poonamallee High Road. 
The extensions and the original buildings provide 
accommodation on the ground floor for the X-ray 
and electro-therapeutic equipment, administrative offi- 
ces, wards for poor patients, nurses’ quarters, dining 
rooms, kitchen and stores. On the first floor there is 
accommodation for eleven patients, a separate room 
for each, and there is also a Radium Theatre. The 
Resident Medical Officer has his quarters on tlie 
second floor. In front of the building a bust in 
bronze of Prof. W. C. Roentgen, is installed on a 
pedestal, to symbolise the nature of work done in 
the place. The buildings and equipment have cost 
about Rs. 3 lakhs. 


POST-GRADUATE MEDICAL COURSES 
IN ITALY 


The I. R. C. E. (National Institute for Cultural 
Relations with Foreign Countries) has organized 
courses for medical graduates from abroad, who may 
wish to keep abreast of the latest developments of 
Italian medical science. (1) Such courses are scheduled 
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for the month of June, taking place in Rome, 
from June 5th to June 17th, after which they adjourn 
to Bologna, Pavia and Milan until the 22nd. 


The present programme will deal with those parti- 
cular subjects in which Italian medicine has reached 
an outstanding position either on scientific or on 
practical lines; and will present: 


(a) Six short courses of 6 to 8 hours each on: 


(1) Surgery (Professor Raffaele Paolucci of 
Rome); 


(2) Hematology (Professor Adolfo Ferrata of 
Pavia); 

(3) Malariology (Professor Guiseppe Bastianelli 
of Rome); 

(4) Orthopedics (Professor Riccardo Dalla 
Vedova of Rome and Professor Vittorio 
Putti of Bologna); 


(5) Phthisiology (Professor Eugenio Morelli 
of Rome); 

(6) ‘‘Corporative’’ social medicine (Professor 
Gianni Petragnani of Rome). 


(b) Lectures on scientific subjects by Professor 
Raffaele Bastianelli, Sir Aldo Castellani, Professor 
Cesare Frugoni, Rev. Father Agostins Gemelli, 
Professor Rodolfo Margaria, Professor Nicola Pende, 
Professor Luigi Preti and Professor Pietro Rondoni. 


(ec) Lectures on public health organisation and 
preventive medicine: O. N. M. I. activities (National 
Organization for Mother and Child Welfare): health 
‘services of the G. I. L. (Fascist Youth Organization); 
land reclamation (‘‘bonifica integrale’’) etc. ; 

(d) Visits to scientific institutes; public health 
-achievements; field-trips to the Agro Romano and 
Pontino, and so forth. 


Lectures will be held in Italian, but summarized 
translations as well as an interpreter will be available 
-on application. 

The tuition fee amounts to 300 lire, inclusive of 
trips to the reclaimed areas. 

All the facilities granted to the students of the 
I. R. C. E. Language and Culture Courses will be 
provided for the medical courses as well. 

(1) Higher post-graduate courses in Malariology 
and Phthisiology for medical graduates from abroad 
shave been taking place in Italy for some years. 
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The Summer Courses of Phthisiology is schedul- 
ed from July 15th to October 15th at the Carlo For- 
lanini Institute in Rome under the direction of Pro- 
fessor Eugenio Morelli. 


The International Malaria Courses for 1939 will 
take place from July 24th to September 20th at the 
Ettore Marchiafava Institute for Malariology in Rome, 
under the direction of Professor Guiseppe Bastianelli. 


Applications for the courses must be filed before 
May Ist, 1939 with the [. R. C. E. via Lazzaro 
Spallanzani 1A, Rome. 


DID COLUMBUS DISCOVER SYPHILIS? 


The origin of syphilis has been hotly disputed by 
medical historians for many years, but the consensus 
of opinion has gradually hardened so that now it is 
generally accepted that it was introduced into Europe 
from the Western Hemisphere. Dr. Victor Robin- 
son has summarized in an interesting article much 
of the evidence in favour of the American origin of 
the disease which remains valid, although foreign 
scholarship and American patriotism have combined 
in the attempt to remove the origin of syphilis from 
the New World. One single case of syphilis in pre- 
Columbian Europe would throw the entire American 
theory to the ground, but that single case has not 
been produced. On the other hand, within a year of 
of the return of Columbus from the island of Haiti 
it had spread from Spain to Italy and France. The 
evidence of contemporary Spaniards is extremely 
significant. Dr. Robinson quotes the words of 
Captain Gonzalo Fernandes Oviedoy Valdes, a man 
who was appointed supervisor of the foundries of 
gold in America and who lived in Haiti. He says: 
‘Many times in Italy did I laugh, hearing the Italians 
say the French disease, and the French calling it 
the disease of Naples; and in truth both would have 
hit on the right name if they had called it the disease 
from the Indies. Great was the wonder produced 
in all that saw it, not only because the disease was 
contagious and horrible but because many died of 
this disease’. Then there is the testimony of the 
celebrated Las Casas, the one humanitarian among 
the Spanish explorers. He devoted most of his long 
life to the welfare of the Indians and was known as 
the apostle of the Indies. He agrees with Oviedo in 
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stating that the natives of Haiti gave syphilis to the 
white race. Both Oviedo and Las Casas state that 
the Indians treated it successfully with guaiacum. 
Another authority is the Spanish surgeon Ruiz Diaz 
de Isla, who published a book in 1539 called the 
Treatise Concerning the Serpentine Disease, which 
was the name he gave to syphilis. By the time he 
wrote this book he had forty years’ experience of 
syphilis—this is, from 1492 onwards— and believed 
he had observed over 20,000 cases. He, too, main- 
tains that syphilis was unknown in Europe until 
Columbus and his crew returned from Haiti (which 
he discovered during his first transatlantic journey) 
and infected the inhabitants of Barcelona. He says 
that ‘‘serpentine disease’’ appeared and was seen in 
Spain in 1493, in the city of Barcelona, ‘‘which city 
was infected, and subsequently all Europe and the 
Universe in all known and communicable parts.”’ 
Unfortunately, Ruiz Diaz de Isla is by no means an 
absolutely satisfactory witness, for after the above 
statement, which would seem to be unimpeachable 
evidence for American origin, he immediately contra- 
dicts himself by asserting that his ‘‘serpentine dis- 
ease’’ is identical with the lichen of the Greeks and 
the kiss-spread mentagra of Pliny. Moreover, while 
he shows signs of being an acute clinical observer, in- 
asmuch as ‘“ three species’’ of his ‘‘serpentine dis- 
ease’’ approximate the three stage of syphilis famous 
to us all, he almost simultaneously destroys our con- 
fidence in him by stating that he has seen cabbages 
suffering from the disease. A further interesting 
suggestion we do not remember to have been made 
before is that Columbus himself may have suffered 
from syphilis, for his good health prior to his dis- 
covery of America contrasts vividly with his subse- 
quent invalidism. He suffered from arthritic and 
ophthalmic complaints, prolonged fever, swollen legs, 
and cardiac dropsy. Although none of these is conclu- 
sive evidence, there are modern clinicians who be- 
lieve that Columbus in discovering America also dis- 
covered syphilis, and was one of its early victims. 
(B. M. J.) 


OPHTHALMOLOGICAL CONGRESSES 


Before the annual Congress of the Ophthalmologi- 
cal Society of the United Kingdom, which will take 
place on April 20th at 1, Wimpole Street, London, 
W., the International Association for the Prevention 
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of Blindness is holding a meeting at the same address 
on Wednesday, April 19th, at 2 p.m. The subject for 
discussion will be the application of the Crede method 
for the prevention of ophthalmia neonatorum in vari- 
ous countries, and the speakers will include Dr. A. H. 
Sinclair (Edinburgh), Prof. F. Terrien (Paris), Prof. 
V. Szily (Munich), Prof. L. Maggiore (Genoa), Prof. 
Vasquez Barriere (Montevideo), Dr. R. P. Wilson 
(Cairo), Dr. J. D. M. Cardell (London), and Dr. C. 
Berens (New York). The Association may be «d- 
dressed at 66 Boulevard Saint-Michel, Paris VI. The 
International Organization Against Trachoma will 
hold a meeting on the same day at 4-30 p.m., when 
Dr. F. J. Lavery (Dublin), Dr. Harry Gradle (Chi- 
cago), and Mr. Arnold Sorsby (London) will speak 
on the incidence and clinical types of trachoma met 
with in Europe and North and South America. There 
will also be a short discussion on the treatment of 
trachoma with sulphanilamide and its congeners. 
The address of the organisation is 33, Welbeck Street, 
London, W.1. Members of the Congress of the Oph- 
thalmological Society are invited to attend these 
meetings. (Lancet). 


CONGRESS FOR LIFE-SAVING 


The fifth International Congress for Life-Saving 
and First Aid to the Injured will be held at Zurich 
and St. Moritz from July 28rd to 28th under the pre- 
sideney of Dr. D. H. Schaer. The work of the Con- 
gress will be divided into the following sections: 
international aid in major catastrophies; rescue work 
and first aid in catastrophic events and international 
traffic; first aid to the injured in general; organisation 
of first aid; rescue work and first aid; first aid on 
the coast and inland waters; first aid at sporting 
events; and history and idea of life-saving and first 
aid. Further information may be had from the 
secretariat of the congress , Schmelzbergstrasse, 4, 
Zurich. (Lancet). 


HUMAN MILK FOR DELICATE BABIES 


A National Mothers’ Milk Bureau has been open- 
ed by the National Birthday Trust Fund at the New 
Queen Charlott’s Hospital on January 1, 1939. The 
bureau will be under the supervision of the staff of 
Queen Charlott’s Hospital, but the cost of main- 
tenance will be borne by the National Birthday Trust 
Fund. The object of the scheme is to make avail- 
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able human milk for delicate babies for whom it 
has been medically prescribed. The bureau will be 
provided with the most modern equipment and free- 
zing plant through the generosity of Sir Julien Cahn, 
chairman of the National Birthday Trust Fund. 
(B. M. Jd.). 


PROF. JULES BORDET HONORED 


One of the highest honors which the French 
government can bestow on those who have made 
noteworthy contributions to the wlefare of the human 
race was recently conferred on Prof. Jules, director 
of the Pasteur Institute of Brussels. This is a re- 
cognition of the work of professor Bordet in the 
science of immunology, which has also merited his 
being awarded the Nobel prize in medicine. At a 
recent meeting of microbiologists at the Pasteur Insti- 
tute of Paris, Professor Martin, director of the insti- 
‘ tute here, conferred the isignia of the grand cross of 
the Legion of Honor on Professor Bordet on behalf 
of the French government. (J. A. M. A.). 


AN INSULIN SUBSTITUTE 


An insulin substitute which can be taken by the 
mouth is very earnestly sought by many of us. There 
is a hint that we may perhaps not have to wait very 
long. It has been found that certain extracts of 
cabbages can officiate instead of insulin in an experi- 
mental animal, to wit, the rabbit It does not follow 
that the action exerted is really analogous to that 
obtained from insulin. But there is a ray of hope at 
last. (Medical World). 


DANGEROUS DRUGS RESTRICTIONS 


The Home Office has issued a fourth edition of 
its memorandum (D. D. 101, H. M. Stationery Office 
3d;) on the obligations of doctors and dentists under 
the Dangerous Drugs Acts in respect of the giving 
of prescriptions, keeping of records, and so on. It 
cives a list of the drugs involved, though it omits 
to tabulate the morphine, cocaine, heroin, dicodide, 
and eucodal preparations which are excluded from 
Part III of the 1920 Act by the Order in Council of 
April 13th, 1937. For the latter list the reader is 
invited to spend another two pence in buying a print 
of the excluding order (S. R. & O. 1937, No. 327). 
The memorandum published as the resut of a re- 
commendation in the 1924 report of the Rolleston 
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committee on morphine and heroin addiction, use- 
fully summarises the Acts and regulations. Indeed 
it goes further for it mentions desirable precautions— 
such as keeping dangerous drugs under the lock and 
key when not in use—which are not actually required 
by the law. There is an appendix containing import- 
ant paragraphs from the Rolleston committee’s re- 
port. In the constitution of that committee the 
medical profession was not inadequately represented; 
in its report and in the action taken thereon the in- 
terests of the profession were not unsympathetically 
regarded. The closing paragraphs of the memoran- 
dum justifiably observes that it is desirable that 
doctors treating addicts should co-operate with the 
dangerous Drugs Branch of the Ome Office, since 
such co-operation is often fruitful in preventing ad- 
dicts from obtaining dual or surreptitious supplies ot 
drugs. No one will underrate the importance of this 
aspect of treatment. The code of regulations (Article 
5 of the principal regulations of 1937) forbids anyone 
to possess a dangerous drug or preparation unless 
duly authorised. Possession is ‘‘authorised’’ if the 
drug or preparation is either supplied on a medical or 
dental prescription issued in accordance with the re- 
gulations or supplied by a duly qualified medical 
practitioner. To this there is an important proviso. 
Anyone who obtains dangerous drugs from (or on the 
prescription of) one medical practitioner while under 
treatment by and receiving dangerous drugs from (or 
on the prescription of) another practitioner, commits 
an offence if he has not disclosed to the former the 

fact that he is being treated by the latter 


Knowledge that he is committing an offence may 
have but a slight effect in deterring an addict. Medi- 
cal practitioners will wish to obey a necessary, if 
complicated, law. In particular, they need to famili- 
arise themselves with the conditions on which delivery 
of dangerous drugs can be taken by messenger and 
with the obligations of record-keeping. Where an off- 
ence relates to the keeping of records or the issuing or 
dispensing of prescriptions and is committed by in- 
advertence and it not connected with any other offence 
or intended offence, the maximum penalty is a fine of 
£50. In all other cases the seriousness with which 
breaches of the law are regarded can be measured 
by the fact that the punishment can, if the case is 
tried on indictment, be as high as ten years’ penal 
servitude and a fine of £1000. (Lancet). 


Lorp BraBouRNE 


We deeply regret to record the death of His 
Excellency Lord Brabourne, Governor of Bengal. 

The melancholy event took place at about 11 a.m. 
on February 23, 1939. 

Following a mild attack of colitis he developed 
symptoms of pericolic inflammation for which he was 
operated upon by Lieut.-Col. F. J. Anderson, 1.M.s. 
on February 18. 

The operation was successful but on February 21, 
his condition took a serious turn. 

On February 22, two bulletins were issued under 
the joint signatures of Col. F. J. Anderson and Capt. 
P. I. Franks. 


His Excellency the Right Hon. the Lord of Brabourne, 
G.C.S.I., G.C.1.E., M.C. 


The first issued at 10 a.m. stated: 

His Excellency Lord Brabourne has had some sleep 
during the night, but his condition gives rise to anxiety, 
owing to the continuance of the condition mentioned in last 
night’s bulletin. 

The second bulletin issued at 7-40 p.m. read: 

After a day of very grave anxiety His Excellency Lord 
Brabourne’s condition still remains critical. 


OBITUARY 


On February 23 an extraordinary issue of the 
Calcutta Gazette announced : 


His Excellency the Right Hon. the Lord of Brabourne, 
G.C.S.1., G.C.I.E., M.c., Governor of Bengal, died at 12 minutes 
to 11 o’clock on the morning of the 23rd February, 1939. 


The following communique was issued from 
Government House, Calcutta, on Thursday after- 


noon: 

His Excellency Lord Brabourne had been indisposed for 
some time. 

Following X-ray investigation, he was operated upon on 
Saturday, February 18, 1939, at Government House, Calcutta, 
and was found to have a cancerous growth of the large bowel 
which was associated with surrounding inflammation and was 
causing constriction.. This was responsible for the symptoms. 


On the evening of Tuesday, February 21, 1939, signs of 
some inflammation showed themselves in the region from 
which the growth had been removed. 


His Excellency had a collapse at midnight on February 
22, 1939, from which he rallied. 


In the early hours of this morning there was a further 
collapse with unconsciousness which did not respond to 
treatment. 

His Excellency passed away peacefully at 10-48 a.m. 


TRIBUTES FROM FAR AND WIDE 


Mahatma Gandhi interviewed on the death of 
Lord Brabourne, said: 


‘‘The news of Lord Brabourne’s death has grieved me 
deeply. I had the privilege of close friendship with him.” 
(A. P.) 

Dr. B. C. Roy in course of an interview to the 


‘United Press’’ observed: 


‘‘Lord Brabourne is no more. Bengal has lost a great 
man, who lived and died for the province. It is not always 
possible for Congressmen to have intimate and personal touch 
with a Governor, but during the last few months, I have had 
ample opportunities of coming into close contact with Lord 
Brabourne in connection with Anti-Tuberculosis work. Many 
of us have met administrators with an immense capacity for 
practical work tut it is rare to find a man, who combined 
in himself the firmness of a ruler and the tact and charming 
manners of a sweet-tempered Englishman; the human touch 
was there in all his dealings. He had confidence in himself 
and he won friends by his frank and trusting nature. In the 
present disturbed state of India and Bengal, his advice and 
guidance were invaluable. Why should Providence remove 
such a brilliant and capable person from our midst when his 
understanding and sympathy for the country and its people, 
meant so much for us? He died in harness and _ his soul 
must be having the satisfaction of having done his duty. 
May his soul rest in peace. Providence alone can comfort the 
disconsolate widow, who was his helpmate and associate in 
life.’’ 
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